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RATED FIRST 
FOR TRANQUILIZING EFFECT 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.!® 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.' However, its anti-psychotic effect is less 
pronounced than that of the other drugs.! 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.” ! 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1, Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M, J. 21:1047, Dec. 1957. 3, Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. I. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. 
sugar-coated tablets. Also available as 
MEPROSPAN* (200 mg. meprobamate 1 
continuous release capsules). # TRADE-MARK 


meprobamate (Wallace) 


WALLACE LABORATORIES, 
New Brunswick, N. J. 
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once more- - - 
the smile of “belonging” 
of being “part of things” 


a _ for a psychiatric case report with a happy ending, turn the page... | 


the way b 


Acute schizophrenic on first admission— One week later—tension and apprehension visibly 
tense, hostile, agitated 38-year-old male— diminished — progress in work therapy encouraging. 
TRILAFON administered intramuscularly. 


One month after admission—tensions and anxiety under control with 
TRILAFON; emerging from isolation and taking active interest in surroundings. 


: 
— 


Psychotherapy initiated—patient less withdrawn and responding 
to direct approach; now receiving TRILAFON orally 12 mg. q.i.d. 


The smile of full participation—and 
the promise of an early discharge. 


THE PSYCHIATRIST / THE PATIENT 


—mentally alert 
and responsive 
to therapy 


Trilafon 


perphenazine 


for greater access to disturbed minds 


Dosage: Depending on the severity of the condition and 
response of the individual case, the dose is 8 to 16 mg. two 
to four times daily. Consult Schering literature for other 
indications, as well as for details on precautions and contra- 
indications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 and 500; 
16 mg., bottle of 500. Reretass® —4 mg. in the outer layer 
and 4 mg. in the timed-action inner core, bottles of 30 and 
100. TRILAFON Injection—5 mg., ampul of 1 cc., boxes of 6 
and 100; 10 cc. vial, 5 mg./cc., boxes of 1 and 10. TrRILaAFON 
Concentrate — 16 mg./5 cc., bottle of 4 oz., with graduated 
dropper. TRILAFON Suppositories —4 and 8 mg., boxes of 6. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Now in one instrument... a 
safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 

convulsive current at the 
very least as efficient 

as the strongest 

AC machine, but 

with increased safety 
due to automatically 
reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc-Stimulator, sedative and convulsive therapies may 
be given with one machine. A one knob control with a safety spring lock permits simple 
transition from sedative to convulsive currents. 


In ECT, the significantly increased efficiency of the Reiter unidirectional current offers 
greater therapeutic and convulsive effectiveness. 


Patients may be treated so they are quickly clear and bright following treatment . . . 
apnea, thrust, agitation and confusion are notably minimized. 


The Reiter SedAc current establishes better transference . . . patients fears are relaxed 
... they become communicative. 


Anxious aversion to EST is greatly minimized by application of the SedAc current 
prior to treatment. Only the gentle SedAc stimulation is remembered. 


MODEL SOS provides for: CONVULSIVE THERAPY (maximum convulsive and therapeutic efficiency) - NON- 
CONVULSIVE THERAPIES + ELECTRO-SLEEP THERAPY - FOCAL TREATMENT (unilateral and bil 1) » MONO- 
POLAR TREATMENT (non-convulsive or convulsive) + BARBITURATE COMA (and other respiratory problems) - 
MILD SEDAC (without sedation) - DEEP SEDAC (with sedation) +» PRE-CONVULSIVE SEDAC (for anxious patients 
who resist EST) » POST-CONVULSIVE SEDAC (for deep sleep) - NEUROLOGICAL CONDITIONS. 


Model SOS contains the Reiter uni-directional currents and three new SedAc ranges as part of the 
single selector control. Model S is available without the SedAc current (may be used with separate 
SedAc attachment). The SedAc is also available as a self-powered instrument. 


Literature and bibliography on request. REUBEN REITER, Sc. D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. 
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DOWN HIS 
PSYCHOTHERAPY 


Denial and defensive attitudes block contact with the alcoholic patient. Parenteral Ritalin renders 
him more accessible to psychotherapy by promoting verbalization of repressed and subconscious 
material. 


In a recent study of 9 alcoholic patients,! Ritalin produced “a sustained decrease of psychic resist- 
ance.” After the Ritalin interviews “all patients became significantly more involved in therapy.... 
Two of the patients... for whom intensive individual therapy was available, moved rapidly toward 
new insights with remarkable emotional participation.” 


DOSAGE: 10 to 20 mg. intramuscularly, 10 to 15 minutes before interview. 


SUPPLIED: Ritalin Parenteral Solution: Multiple-dose Vials, 10 ml., each vial containing 100 mg. Ritalin 
hydrochloride and 100 mg. lactose in lyophilized form, accompanied by a 10-ml. vial of sterile solvent. 


ALSO AVAILABLE: Ritalin Tablets, 5 (yellow), 10 (blue) and 20 mg. (peach-colored). 
Reference: 1. Hartert, D., and Browne-Mayers, A. N.: J. A. M. A. 166:1982 (April 19) 1958. 
RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


parenteral Ritalin... 
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EFFECTIVE 
AND SAFE 
COMBINATION 


e Wilcox! reported that 26 of 28 patients who received combined ‘Compazine’ and 
ECT showed marked improvement. Also, these patients ““were more comfortable, 
less apprehensive and tense, and more accessible to counselling than those 

given ECT alone. No episodes of vasomotor collapse or other untoward reactions 
occurred with combined [‘Compazine’-ECT]| therapy.” 


e Ina controlled study, Guido? reported ‘Compazine’ to be a useful adjunct to 
ECT in that it allayed patients’ anxiety, tension and apprehension concerning the 
treatment. The average drop in blood pressure following ECT was less and more 
gradual in the ‘Compazine’-treated group than in the control group. 


e Goldman‘ has stated: “The use of electroshock with patients under treatment 
with |‘Compazine’| has in our experience been entirely safe and not associated 
with any evidence of increased danger from the treatment.” 


1. Wilcox, F.: Prochlorperazine in Hospitalized and Private Psychiatric Patients, 
Dis. Nerv. System 19:118 (March) 1958. 

2. Guido, J.A.: The Use of ‘Compazine’ with Electro-Convulsive Therapy, in Prochlorperazine 
in the Treatment of Mental Disorders, New York, Physicians Postgraduate Press, 1957. 


3. Goldman, D.: Effect of Prochlorperazine (‘Compazine’) on Psychotic States, 
Psychiatric Research Reports, No. 9, of the American Psychiatric Association, March, 1958. 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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the epileptic... 1959 


The happiness of work, of laughter, of belonging—priceless possessions, these, for 
the epileptic patient. Yet, how recently were these freedoms won! Today, his 
future is more hopeful than ever before, thanks in part to a finer and growing 
knowledge of the disease—and the more effective antiepileptic drugs. Presented 


here are five distinguished anticonvulsants that will help you give your patients 
that most precious of all gifts: a normal life. 


PEGANONE®* 
(Ethotoin, Abbott) 


A hydantoin of excep- 
tionally low toxicity for 
grand mal and psycho- 
motor seizures. 


902008 


PHENURONE®*® 
(Phenacemide, Abbott) 


Often effective where 
other therapy fails in grand 
mal, petit mal, psycho- 
motor and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


Relatively non-toxic, for 
grand mal, petit mal, myo- 
clonic and mixed seizures 
symptomatic of organic 
brain damage. 


TRIDIONE®* 
(Trimethadione, Abbott) 


PARADIONE® 
(Paramethadione, Abbott) 


Homologous agents for 
symptomatic control of 
petit mal, myoclonic and 
akinetic seizures. 


ANTICONVULSANTS BY ABBOTT 
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to control tranquilizer-induced 
Parkinson-like side effects 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION; Recommended dosage is one-half to one tablet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


SUPPLIED: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Ine. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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‘the fact. 


Before 


SPARINE quickly controls the excitement and hostility of acute 
and chronic psychoses. As a practical adjunct to formal psy- 
chiatric measures, SPARINE simplifies care, facilitates accessi- 
bility, speeds social rehabilitation. 


SPARINE gives prompt control by intravenous injection and effective 
maintenance by the intramuscular or oral route. It is well tolerated in 
all three methods of administration, 


Comprehensive literature supplied on request 


Sparine 


Philadelphia 1, Pa 
HYDROCHLORIDE Promazine Hydrochloride 


INJECTION TABLETS SYRUP 


EQUANIL® 

Meprobamate, Wyeth 
PHENERGAN® HCI 

Promethazine HCI, Wyeth 
SPARINE HCI 

Promazine HCI, Wyeth 


A Wyeth narmotropic 
drug for nearly every 
patient under stress 
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ADOLF MEYER RESEARCH LECTURE 


MODEL PSYCHOSES, THEIR HISTORY, RELEVANCY AND 
LIMITATIONS * 


W. MAYER-GROSS ? 


Models have been used with great suc- 
cess in science and technology since ancient 
times. A more recent definition (Seeliger, 
1948) speaks of a model as a special kind 
of analogy, namely of a mechanical kind. 
However, in analytical chemistry an easily 
accessible and available substance is used 
as a model to inform the investigator about 
probable composition and structure of a 
rare compound. In medicine the use of 
experimental animals for the interpreta- 
tion of illnesses and a _ better un- 
derstanding of their symptoms and path- 
ology is not generally called a model, prob- 
ably because the word implies something 
more simple and mechanical than the ani- 
mal with its special and specific suscepti- 
bilities and pathology. 

The inherent limitations of the animal 
experiment for the study of psychiatric 
diseases are obvious. In a “model psychosis” 
induced by chemical means in a human 
subject we can hope to remove a few of 
the many unknown factors in mental illness. 
We can control the causation and relate 
dosage to the severity of the symptoms ; 
moreover we can create and modify en- 
vironmental conditions, and repeat the ex- 
periment in the same subject to confirm the 
result, or administer the same drug in a 
number of subjects. Finally we can add 
self-observation to the objectively observed 
changes in behaviour. By self-observation 
we gain much clearer and more detailed 
insight into the psychological experiences, 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2 Senior Fellow, Dept. of Experimental Psychiatry, 
Medical School, Univ. of Birmingham, Birmingham 
15, England. 


their motivation and their expression in the 
objective behaviour. 

In this connection psychosis signifies a 
mental deviation of some severity, although 
it may be immaterial whether the changes 
are observable in behaviour or in intro- 
spection only. Its further definition will be 
discussed later. 

A word is needed on the reliability of 
the experiences gained by introspection. 
They were at one time overvalued, and 
later, because of their subjectivity complete- 
ly disregarded by the behaviouristic school. 
However, even a highly quantified and 
exact branch of physiology, such as sensory 
physiology, cannot dispense with introspec- 
tion. Naturally for scientific purposes it 
needs the same standard tests of reliability 
as objective observations. If carefully used, 
it can contribute a great deal to our psy- 
chological and psychiatric knowledge. It 
would in the present state of our ignorance 
of psychophysical events, be shortsighted 
to neglect this source of information on the 
more differentiated and refined psycho- 
logical experiences for the sake of ob- 
jectivity and quantification. Medical men 
have always resorted to all accessible means 
of elucidation because of the urgency of 
the quest of helping the patient. 

Exaggerated trust in the subjective ex- 
perience fostered by certain philosophers 
at the end of the 18th century, was probab- 
ly at the root of the keen experimentation 
with artificially produced abnormal states 
such as that carried out by Davy (1800) 
with the newly discovered “psychotropic” 
gas nitrous oxide. His description of the 
pleasurable experiences, especially the 
mood changes produced by “laughing gas” 
have been frequently quoted and the con- 
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formity of his subjective euphoria with his 
outward expression was confirmed by his 
friend Dr. Beddoes. It took, however, an- 
other 40 years until the American dentist 
Wells recognised the practical importance 
of nitrous oxide as an anaesthetic. This 
seems to me a valid reply to the impatient 
questioner of the practical application of 
our experiments with the model psychoses. 

The history of many chemical agents now 
used for the study of model psychoses 
seems worth mentioning. Like that of the 
practice of psychiatry their origin was re- 
ligious, and their use in magic rites and 
ceremonies served the contact with the 
supernatural. In producing new and strange 
states of consciousness, dreamlike appari- 
tions, clouding of reality or its transforma- 
tion, it was the shaman or the priest who 
comforted the frightened devotee and 
saved him from distress and confusion. 
Gods and ghosts appeared, as they did in 
dreams; and it is rather typical of the 
functional nature of the supernatural ex- 
perience that certain Red Indian tribes 
continued their traditional gathering, punc- 
tuated by chewing of peyotle (mescaline), 
after they had been converted to Christen- 
dom. 

This premedical use of “psychotropic” 
substances should also be remembered 
when hypotheses bordering on the obscure 
are handed out about their curative powers 
through the penetration in‘o deeper un- 
conscious layers. 

During the 80 years following Davy’s 
experiments only anecdotes or occasional 
observations like those by Moreau de Tour 
on hashish and other French authors on 
ether and chloroform are reported, till 
Kraepelin applied experimental psychology 
and its newly created armamentarium to 
the problem ot drug action. His systematic 
study of the influence of caffeine, morphia 
or alcohol on work and on test perform- 
ances, on intellectual abilities and memory 
were organised with great care and caution. 
He devoted much attention to controls and 
statistical evaluation of the results. How- 
ever, they had little relation to psychiatry 
itself. He also instigated Knauer (1913) 
and Serko (1913) to experiments with mes- 
caline intoxication of which Prentiss and 


Morgan, Havelock Ellis and Weir Mitchell 
had given picturesque reports. 

K. Wilmanns, one of Kraepelin’s pupils, 
made psychotomimetic drugs one of his 
main interests and Beringer’s monograph 
published in 1927 summed up years of 
collaborative effort of the Heidelberg 
clinic. It contains 32 extensive self-descrip- 
tions, and protocols of intoxication in doc- 
tors, students, artists and other subjects 
with psychological training and interest. 
I hope I am right in thinking that the ele- 
mentary phenomena (which differ not es- 
sentially from those of LSD 235 intoxication ) 
are through the work of Kliiver (1928, 
1943) and others so well known that I can 
choose a few special observations which 
appear in a different aspect to-day for a 
short review and discussion. 


SYNAESTHESIAE 


The peculiar breakdown of sensory 
specificity in mescaline intoxication is most 
striking. As visual perception prevails in 
the toxic state, intersensory influence main- 
ly extends from the other senses to vision : 
regular knocks on the table were clearly 


heard and distinguished while small grey 
round discs appeared before the subject’s 
eyes. They remained after the knocking had 
ceased, representing by their size, the in- 
tensity of their knocking, and by their dis- 
tance the duration of the intervals between 
the knocks, thus transforming time into 
space. In another subject musical sounds 
were accompanied by lateral lights ap- 
pearing at the temples and unifying to a 
central very strong light in front of the 
eyes, when the tone volume came to its 
maximum. Or again another example from 
Beringer’s monograph : 

“Whenever I touch anything I have a sensa- 
tion of light.” While these interrelations seem 
relatively simple and perspicious, other syn- 
aesthesiae have a much more complicated 
character : When a mouth organ was played : 
“This is painful as if worms were creeping 
through my body. I see the lower part of my 
body from the loins downward as a green 
lacquered conical trunk with spiral torsions. 
The sounds of the mouth organ or the pain, or 
both, I see and feel as luminous curves pene- 
trating the spiral torsions of my body and 
solidifying in it.” Another example : “The loud 
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bark of the dog seemed to shake all I saw and 
made my right foot tremble. This was so clear 
that I believed the dog and its barking being 
identical with my right foot.” 


The involvement of the body image, the 
visualisation of abstract thought—all this 
points to dissolution of inhibitory controls, 
but at the same time the coming into 
play of some interrelation at a lower level 
which is held ready for such an emergency. 
It is for the neurophysiologist to find this 
“centrencephalic” regulator coming into ac- 
tion under the drug. If we consider the 
reticular system as a secondary centre of 
exchange of energy, we may witness its 
function in these experiences. 


PHASIC VARIATIONS 


Work on the sensory threshold during 
mescaline intoxication revealed an unex- 
pected phasic variability of thresholds as 
measured by quantitative methods such as 
v. Frey’s hairs or weights (Hitzig’s balls). 
Sensitivity was sometimes restored abnor- 
mally quickly after a test so that the refrac- 
tory phase of sensory fatigue was almost ab- 
sent ; this condition changed without tran- 
sition into the opposite when the recovery 
after stimulation was extremely slow and 
took a much longer time than normal. 
Both findings were present in the same 
subject, consecutively, alternating at about 
every 5 to 10 minutes, at the height of in- 
toxication. This phasic change of response 
concomitantly expressed itself in a number 
of other phenomena : for instance, in the 
seeing of imaginary movements of real or 
hallucinatory objects. At one phase they 
appear persistently moving, constantly 
whirling round or changing shape and dis- 
tance ; in contrast there exists a phase of 
complete stillness, apparent movement has 
stopped and what really moves is split into 
still pictures appearing one after the other. 

Concurrently time is experienced in a 
dual way : time sequences seem to be dis- 
continuous and in fragments, time some- 
times does not exist or stands still, or time 
may be experienced as racing and hours 
as minutes. Body feeling, body image and 
apparent movements may be included in 
these phasic deceptions, while objectively 
the intoxicated subject remains passive and 
shows very little motor abnormality. 


PASSIVITY, STATE OF CONSCIOUSNESS, 
“COSMIC CONSCIOUSNESS” 


You will ask me if the subject in this state 
of passivity absorbed by strange experi- 
ences can be accessible to experimental 
tests, measurements of sensory thresholds ? 
Will not the completely changed general 
state—what one may call the “psychosis”— 
prevent experimentation, cooperation in 
tests, or perhaps, communication and use 
of speech ? 

Here we meet the first of the limitations 
of the model psychosis ; its application de- 
pends on the state of consciousness : mes- 
caline modifies the subject’s mood and also 
in some characteristic way his state of 
consciousness. There is, of course, under 
mescaline and LSD 25 no narrowing or re- 
duced clearness, on the contrary an un- 
usually wide and clear horizon of awareness 
has been felt and described. Subjects may 
observe the hallucinated pattern in the 
dark of the closed eye or together with the 
real environment, watch themselves ex- 
periencing the unusual state as an onlooker 
and take account of all that is happening 
at the same time. One can doubt if this 
multi-sided awareness may not be a self- 
deception, the result of the euphoria and 
the dynamic feeling of energy ; at any rate 
it is experienced as real and well described ; 
all observations point to a state of extreme 
wakefulness and clear awareness. 

Similar changes of consciousness are ap- 
parently experienced after excessive use of 
stimulants like amphetamine or in psy- 
choses resulting from their misuse. That, 
immediately following the increased 
breadth, detachment and capacity of con- 
sciousness, the subject under mescaline may 
feel his awareness narrowed to one small 
impression as if the whole world was con- 
tained in a bunch of keys on a nurses apron, 
makes the abnormality the more impressive 
and plausible. 


I am deeply immerged into the appearance 
of the object . . . I forget myself and every- 
thing around myself . . . All sense of time is 
lost to me. It is neither short nor long nor 
endless, but simply timeless. The pure being 
of the object rules me, object and self and 
everything is one. The feeling can be com- 
pared with contemplation of an Egyptian 
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sphinx. One is dominated by timeless monu- 
mental existence .. . 


The subject seemed inexhaustible in his 
description of these “sphinx experiences” 
in which he identified himself with a heap 
of coal, the dimple in a woman’s face or the 
chimney of the hospital (Beringer, 1927). 

Here we meet another limitation of the 
model psychosis : while over long periods 
the subject seemed emotionally rather cool 
and the content experienced in.a neutral, 
almost impersonal atmosphere, quite un- 
expectedly the subject may be affected by 
most personal, mystic experiences with a 
high feeling tone, far removed from daily 
life and from the sober indifference re- 
quested from the scientific observer. The in- 
tuitive gain of insight into unsolved prob- 
lems, into the riddles of life, the evidence of 
unknown and unthought of relations be- 
tween objects and problems, or between 
subject and object, is experienced in an ec- 
static state. Bucke (1901) speaks of “cosmic 
consciousness” as a step in human evolution. 
The significance and importance of the ex- 
periences for the subject may be felt so 
strongly that it will persist beyond the in- 
toxication itself. This applies to feelings of 
extreme happiness in which entirely new as- 
pects of the world have been revealed by 
the drug—as well as to anxieties, fears, 
estrangements of the real world and deper- 
sonalisation. Not rarely it results in a re- 
luctance or refusal to repeat the experience 
or to have its personal value tested. 

The following story of Humphrey Davis’ 
experiments with nitrous oxide throws some 
light on such an experience: On one oc- 
casion he felt that the mysteries cf life 
were being progressively revealed to him, 
past, present and future, the whole meaning 
of the cosmos. He realised that he must not 
fail to transmit these revelations to human- 
ity—if only he could write down the clue 
before his consciousness ebbed away! He 
reached for his pad, and with what strength 
remained to him he wrote down words 
which he was certain would record these 
truths ; then he sank back happily into a 
coma. When he awoke he eagerly picked 
up his pad, and to his disappointment he 
read the words : “A strong smell of turpen- 
tine prevades everything.” 

This mixture of the sublime and the 


ridiculous, brings the model close to the 
original psychosis and makes the analysis 
of its components even more of a challenge 
to the research worker. If we could achieve 
control of the symptoms of “cosmic con- 
sciousness” in a model, we may deprive the 
acute psychosis, say : acute paranoid schizo- 
phrenia of its sting, preserve the patient's 
insight and power of control over the de- 
lusional experiences and misapprehension 
of the world. In fact, this is where the 
model differs entirely from the original 
even when the subject is deeply touched 
and impressed by his new experiences. 
They remain without factual, adaptive in- 
fluence on his life when they have passed 
—nothing but a merely theoretical change 
has so far been observed. Viewed from this 
angle of the persistent after effect, all paral- 
lels of so-called identical symptoms of 
schizophrenia and mescaline psychosis re- 
main superficial. They are nothing but a 
signpost of possible analogous causative 
factors. 


OTHER STUDIES OF AWARENESS 


Is there any method to examine distuzb- 
ances of consciousness in a model ? Hypo- 
glycaemic coma introduced by Sakel as a 
daily repeated therapeutic procedure to 
combat early schizophrenia was an obvious 
model, especially as it was found only 
effective if the hypoglycaemia was of such 
a degree that serious psychological symp- 
toms appeared. It gives the physician 
practicing the treatment the opportunity of 
observing the same patients for weeks un- 
der identical conditions. From the many 
published data on symptoms and pathology, 
I would like to present a few personal ob- 
servations illustrating the use of a model of 
this kind. 

The most characteristic sign of hypo- 
glycaemia is clouding of consciousness 
sometimes with automatic excitation and 
motor restlessness. Amnesia is a universal 
symptom, even in milder hypoglycaemia of 
diabetics. Clouding sets in without the pa- 
tient being aware of it; many sink into 
unconsciousness without waking up from 
preceding sleep. No feeling of fatigue nor 
hypnagogic phenomena occur, even if the 
insulin dose is still too small to produce 
coma. During the waking-up period, how- 
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ever, after dispensing of sugar, conscious- 
ness often returns before other symptoms 
disappear. 

The following are observations of a doc- 
tor-patient recovering from his first attack 
of schizophrenia during insulin coma thera- 
py. They are written down the afternoon 
after one treatment : 


I heard very distantly the voices of the doc- 
tor and sister. 1 do not now remember what 
they were saying. I saw the doctor’s and sister's 
faces. Doctor asked me repeatedly if I was 
awake and slapped me lightly on the left 
cheek, as he usually does when I am recover- 
ing from a coma. I could not speak and I felt 
very helpless and confused mentally. The next 
recollection I have is of the nurse’s white 
worried face with its distended arteries and 
forehead veins looking down at me and asking 
me if I was all right. He asked me this question 
two or three times but I could not answer him. 
He felt my pulse and arranged my bed-clothes 
rapidly—very rapidly—it seemed to me, two or 
three times. I was conscious of a tremendous 
effort I seemed to be making to avoid slipping 
into a land which was different from that of 
the nurse’s, as being a land or “life” of no 
movement. The nurse seemed to me to be 
making also a terrific effort to help me, to bring 
me back to his life. I felt fully conscious of this 
intensive and combined effort and strove or 
seemed to strive with all my powers to drag 
myself back from this abyss of “no move- 
ment.” I do not recollect moving my limbs, on 
the contrary I seemed to be paralysed in my 
voluntary movements. After a long struggle in 
which at times I thought that I could not 
make the effort any longer, I found that I 
could speak, and I felt an overwhelming sense 
of gratitude to the nurse whom I hailed as my 
“saviour.” I had an intolerable thirst and also 
felt very hungry. I asked the nurse for sweet 
drinks and he brought me a glass of tea and 
sandwiches of which I ate three or four. I in- 
sisted on the nurse having a sandwich which 
he did to please me. I also insisted that he 
should have a drink, but he replied that he 
would have one later. Sister came in then and 
I discussed the question of glucose and its 
relation to obesity... 


Four characteristic points in these re- 
collections deserve discussion : 

1. Stage of “akinetic mutism.” The pa- 
tient sees and hears, but is unable to 
speak or move. This condition is more often 
observed objectively than remembered by 


the patient ; it occurs on going into a coma, 
lasting often for half an hour, as well as 
during the waking period. The patient fol- 
lows with his eyes slowly, seems to look at 
the person approaching him, but remains 
mute and without movement. If touched 
or pricked he moves purposefully in small 
movements, away from the stimulus. Since 
Cairns and his collaborators (1941) have 
reported a similar condition in a girl with 
a cyst in the hypothalamic region I tried 
to get an account of subjective experiences 
in this akinetic state by rousing the patient 
quickly with intravenous glucose. The de- 
scriptions received were not conclusive, 
and were reminiscent of what one hears 
from some patients coming out of a cata- 
tonic stupor. Some say they did not realise 
that they were akinetic ; one that he found 
it impossible although he did try hard to 
respond, another that he did not care to 
move, and still another that he felt too 
weak. The condition may be compared with 
that which Economo described as “body 
sleep” in encephalitis. 

2. Sensory anomalies. The majority of 
the visual sensations are similar to those 
observed in falling asleep or in other states 
of clouded consciousness (Benedek and 
Angyal, 1939). One of the rarer sensory 
anomalies was our patient’s observations 
that the nurse’s movements when arranging 
the bedclothes appeared to be very rapid to 
him. This phenomenon of increased speed 
of seen movements was described by Poetz] 
(1928) in a patient with an occipital lesion 
and called “quick motion picture illusion.” 
A number of identical observations have 
since been reported, most of them in hypo- 
glycaemia (Weil, 1941). Against Poetzl’s 
theory suggesting an insufficient co-opera- 
tion of timing between the two hemi- 
spheres, it has to be remembered that our 
patients often have staring eyes and little 
movements of the eyeball. Physiologists 
have shown how much our judging of the 
speed of movements depends on our eye 
movements following the moving object, 
and recourse to a central disturbance there- 
fore seems unnecessary. 

3. The struggle for consciousness. Many 
patients speak of the enormous effort they 
are making to drag themselves back to 
reality. Our doctor projects this to the 
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nurse in whose face he believes he sees the 
same exertion he himself is experiencing. 
This effort to pull oneself out of the grave, 
away from the dark, is sometimes expressed 
in drearns and fantasies ; a young man de- 
scribed it as a “fight against the devil,” he 
had to make his way through different 
stages against the powers of darkness “like 
Dante’s journey through the circles of hell.” 
A more sober-minded curate of the Church 
of England had to count the lights in the 
room and make sure that they were all 
present and fixed at the right places in 
order to convince himself that he was alive 
and in the same world as before. 

4. The struggle is followed, as in the 
doctor’s description, not only by a feeling 
of relief, but of happiness, elation and some- 
times by a euphoric over-valuation of the 
patient’s mental and physical faculties. A 
fellow-feeling with other patients, with 
everything and everybody, and expressions 
of over-flowing sympathy are frequent. As 
one would expect the opposite sometimes 
occurs, viz. as a feeling of strangeness, of 
inability to get in touch with reality which 
appears distant and inaccessible. In three 
cases derealisation lasting for several hours 
after treatment was encountered. 

If one considers the struggle for con- 
sciousness during awakening, together with 
the psychological picture of akinetic mut- 
ism one is tempted to speculate about the 
role played by the cortex in hypoglycaemia. 
It is the first to be affected by the with- 
drawal of fuel, but it seems that when the 
abundant supply of glucose is returning in 
the blood stream recovery does not follow 
the reverse order, but instead the lower 
centres return to function later. The cortex 
with its rich vascularization seems to re- 
cover first and the restored consciousness 
looks on as the spectator trying to help the 
restitution of motor and sensory normality. 
(Mayer-Gross 1943). 

Observations on the return of speech 
function (together with Dr. Stengel 1945) 
in hypoglycaemia suggested a similar type 
of gradual recovery of function of the cen- 
tral nervous organ. 

Hypoglycaemia used as a model psycho- 
sis gives also the opportunity of studying 
objective motor signs of which I have 
chosen as an example climbing movements, 


a frequent symptom in the later stages of 
hypoglycaemia, when decortication has 
progressed further. Combined with reflex 
grasping of fingers, sometimes of toes, the 
symptoms usually begin with alternating 
movements of arms and legs. Later the arms 
reach above the head, the body is doubled 
up, and if possible the patient pulls him- 
self headwards. The fully developed symp- 
toms include the arc-de-circle posture al- 
ternating with flexion of the body. All this 
reminds us of our tree-dwelling forbears, 
but also of kicking and related movements 
of the young new born infant. His groping 
has been thought of as a stage when the 
feeding young ape had to hold on to the 
mother’s hairy breast. Phylogenetic inter- 
pretation is legitimate because of the 
striking similarity of the posture and move- 
ments with “congenital athetosis”. 

In Foerster’s (1921) illustrated article on 
the movements of athetotic patients the re- 
semblance with what is seen in hypogly- 
caemic subjects is striking. Foerster thinks 
of it as a regression to anthropoid or simian 
forms of behaviour. The site of the lesion 
is the striatum which normally controls 
the phylogenetically older pallidum. Before 
this control is established the human infant 
is a grasping-climbing pallidum prepara- 
tion. The patient with “athetose double” 
remains so all his life because his striatum 
does not mature. Hypoglycaemia produces 
a reversible regression to the stage because 
the pallidum is more resistive to hypogly- 
caemic anoxia than the striatum. 


MODEL PSYCHOSIS AND PERSONALITY 


Of general significance for the value of 
the method will be the influence of the 
basic personality on the symptoms of the 
model psychosis. This can _ easily—one 
would think—be assessed in the case of 
hypoglycaemia: what is the contribution 
of the schizophrenic illness to what was de- 
scribed and observed ? One can safely say 
that this influence is insignificant ; manic- 
depressives, psychopaths and others when 
in hypoglycaemic coma, have shown the 
same type of disorder of awareness and 
motor behaviour. Oral movements, includ- 
ing pouting, in hypoglycaemia are not 
more frequent in catatonics than in other 
types of schizophrenia. On the other hand, 
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as many have described the acute schizo- 
phrenic attack may be revived in hypogly- 
caemia after it has subsided. 

The question is less easily answered 
for model psychoses induced by mescaline 
or LSD 25. Beringer (1948) who had by 
far the greatest experience with mescaline 
intoxication, insisted that he was unable to 
predict the kind of mescaline reaction in 
any one of his friends and acquaintances. 
He brushed aside the idea of the pharma- 
cological analysis of personality or of men- 
tal constitution, certainly for a drug such 
as mescaline. 

Closely connected with this problem is 
the question of the choice of suitable sub- 
jects, for such experiments. How are we to 
decide beforehand that we are experiment- 
ing with a “normal” person, or that we 
are not dealing with a prepsychotic ? Here, 
a certain clinical acumen is required—and 
an enquiry for predisposition in the family 
should be the rule. 

After the subject has been accepted, the 
important factor of suggestibility, personal 
“affective interplay” (Rinkel 1952) has to 
be taken into account and one has to be on 
one’s guard against the attitude of the ob- 
server determining the reaction of the sub- 
ject—as in so many other scientific experi- 
ments. If the subject has to undergo test 
after test, fill in questionnaires and answer 
questions by the observer without interrup- 
tion, the spontaneous and imaginative side 
of the experiment will not unfold itself. 
Similarly, analytically trained psycho- 
therapists such as Frederking (1955) and 
Sandison (1954) have used LSD 25 in 
small doses for psychotherapeutic purposes. 
Sandison insists that it brings up forgotten, 
repressed material and revives memories 
from earliest childhood. The scenes de- 
scribed resemble the trauma of the “paren- 
tal scene” for which the early Freud fell 
credulous. These kinds of phantasies seem 
to be always bound up with the presence 
of a trained analytical therapist. While in 
schizophrenia Freudian material and me- 
chanisms sometimes appear spontaneously 
and are obvious for the unbiased observer, 
nothing of a similar kind has happened in 
my experience in drug induced model psy- 
choses. Mescaline and LSD 25 often pro- 
duce euphoria as one of the first symptoms 


—most certainly helpful for psychothera- 
peutic induction; but they also often 
leave a hangover behind. 

As to emotional involvement most ob- 
servers point to the detached, rational and 
sophisticated character of the experiences 
under mescaline and LSD, remote from 
primitive emotions, from sexual desire, 
anger, fear, hunger or thirst. The Heidel- 
berg experiments extending over a whole 
day included a meal—the subject’s reactions 
were complete indifference, almost with- 
out exception. This seems not to depend 
on the selection of professional subjects ; 
students, workmen and apprentices of all 
kinds, which I tested later, were found to 
be similarly unaffected by primitive emo- 
tions. Here seems to exist a clear contrast 
to drugs like opium, hashish or cocaine 
which are all reputed to favour sexual 
dreams or phantasies. The problem of 
aphrodisiac drugs, some of which are 
chemically closely related to psychotomi- 
metics, deserves new and more scientific 
study. Manfred Bleuler (1954) recently 
pointed out that we have no reliable 
knowledge even of the aphrodisiac effects 
of sex hormones. 

Concluding the psychological remarks of 
this survey, the question of “induced psy- 
choses” for purposes of political indoc- 
trination has to be touched on. The spirit of 
the times, “Zeitgeist”, has some bearing on 
the model psychoses as it has on thinking 
and behaviour in the natural mental dis- 
order. There is in the large collection of 
published observations very little that points 
to deliberate psychogenic modification of 
the effect of drugs such as those discussed 
here. In fact, the individual variability of 
their effect makes them not very reliable 
and less useful for procedures like “brain 
washing” than depressants such as barbitu- 
rates or stimulants that deprive the victim 
of sleep. The idea that witnesses in politi- 
cal trials or prisoners of war had been con- 
verted to certain opinions by mescaline is 
improbable by itself and certainly not 
proven. 


CEREBRAL MECHANISMS AND LOCALIZATION 


The predilection of model psychoses 
produced by drugs for the optic sensory 
system deserves as Kliiver (1958) has 
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pointed out, much more attention than it 
has received so far. Not only mescaline and 
LSD 25 but marihuana (hashish), three 
chemically very different agents, show this 
predilection while cocaine and atropine- 
like substances seem to affect the acoustic 
and skin senses. It is not easy to form a 
satisfactory hypothesis accounting for this 
difference in functional disturbance, but it 
is worth while to remember how frequent 
visual abnormalities are in delirium and 
similar psychoses and how rare in the syn- 
dromes of schizophrenia. 

The possible role of structures like the 
reticular formation in synaesthesiae and for 
the phasic alternation of function has been 
mentioned. The dissociation of emotion 
and emotional expression, the feeling ex- 
tremes, including body feeling, point to 
the involvement of thalamic and hypo- 
thalamic structures. All this happens in a 
state of clear awareness with the cortex 
apparently unimpaired in its function. 

Altogether, the recent discoveries of 
chemical localisation in the central nervous 
system and of neuronal secretion of a speci- 
fic nature seems to open up much better 
access to understanding of the cerebral 
mechanisms responsible for artificial psy- 
choses and to a formation of fruitful hypo- 
theses. The idea of the neurophysiologist 
of the last generation of the brain “acting 
as a whole” was never satisfactory to the 
psychiatrist when he thought of his pa- 
tient’s symptoms in concepts of cerebral 
pathology. It has become even less applic- 
able since the recent experimental studies 
on chemical substances influencing neuro- 
psychiatric function. 

I have discussed some of the mechanisms 
possibly underlying sensations and psycho- 
motor behaviour in hypoglycaemia where 
the cortex is deprived of fuel. By the re- 
moval of its inhibitory influence, certain 
subcortical systems become active. Com- 
parative studies of the many drugs inter- 
fering with awareness should in the course 
of time disclose the interaction of the sys- 
tems controlling awareness on different 
levels by observing the forms of disintegra- 
tion. 

Moreover, the Parkinsonian state follow- 
ing the therapeutic application of Rauwolfia 
drugs and chlorpromazine, introduced by a 


peculiar state of inner restlessness, “turbu- 
lence”, seems a challenge for clinical obser- 
vation combined with neuropathological 
analysis. We seem to know very little of a 
similar motor effect in the animal, a reason 
more to include this syndrome with the 
studies of model psychoses and compare it 
with Parkinson’s disease, which in itself is 
still a challenge to pharmacotherapy. 


BIOCHEMISTRY AND PHARMACOLOGY 


There is no doubt that progress in 
the biochemistry of brain metabolism dur- 
ing the last 20 years will make some con- 
tribution to our knowledge of the model 
psychoses and of their originals. Most of it, 
however, is still an unfulfilled promise and 
we are in expectation of more help from 
biochemists in the near future. Kraepelin 
in one edition of his textbook in the nine- 
ties of the last century classified schizo- 
phrenia and affective psychoses as “meta- 
bolic diseases” without a much clearer idea 
than that of a toxine arising out of the in- 
termediary metabolism in the body. If one 
compares this hypothesis with Hoffer, Os- 
mond and Smithie’s theoretical M-sub- 
stance being the result of adrenaline meta- 
bolism, one becomes aware of the slow 
progress through biochemistry. 

If I may be permitted to embark on 
prophesy in retrospect, one could predict 
that a more intensive concentration on the 
nature of the substance mescaline, instead 
of on the descriptive analysis of symptoms, 
could have led us to an aetiological hypo- 
thesis 30 years ago. The discovery, how- 
ever, of LSD 25 as the most powerful drug 
with almost identical effect, but chemically 
entirely different, and the analysis of the 
psychotomimetic principal in hashish have 
added new problems for the theorist rely- 
ing on chemical constitution for guidance. 
The clue of the problem recedes as nearer 
we seem to it. 

Blaschko (1958), the Cambridge bio- 
chemist, recently demonstrated the pres- 
ence of certain amine oxydases in the 
serum of mammals distinct from intracellu- 
lar oxydases. Among them is spermine 
oxidase which is absent in the young as 
long as it suckles its mother’s milk. As soon 
as it begins to ruminate, spermine oxidase 
appears. Blaschko suspects that it has de- 
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veloped phylogenetically because it pro- 
tects ruminants against certain plant poi- 
sons. Spermine oxydase, however, is almost 
specific in its reaction to mescaline. 
Returning to our subject, biochemistry 
may not have given many answers, so far, 
to the problems of model psychoses, but 
the possibility of experimentation and com- 
parative studies with a great variety of sub- 
stances is a most tempting prospect for 
psychiatry. Here are a few impressive facts : 
the psychological effect seems restricted 
to one of 4 isomers of lysergic acid die- 
thylamide ; the closely related analogue of 
of the latter: Brom—LSD can block its 
psychological effect, also reduces the psy- 
chotomimetic action of mescaline ; but it 
has no influence on hallucinations in schizo- 
phrenia. Chlorpromazine, on the other 
hand, which can abolish hallucinatory epi- 
sodes in schizophrenics equally suppresses 
mescaline and LSD hallucinations. 


SUMMARY OF THERAPEUTIC APPLICATIONS 


The use of drugs in medicine has always 
been linked up with the idea of treatment 
and we shall be asked what experimental 
psychoses have so far contributed to the 
relief of the widespread mental health 
problems which occupy by far the largest 
number of hospital beds in Britain, in fact 
over 40% of the total. The very modest re- 
sults of earlier and recent experiments I 
have already given and have tried to ex- 
plain the limitations of the method. 

On an earlier occasion I suggested as a 
general principle that pharmacological psy- 
chiatry should aim to abolish by drugs at 
least those symptoms which can be repro- 
duced by chemicals. I referred to some 
obvious examples such as depression, motor 
excitement, euphoria and depersonalisation. 

Applied to model psychoses this can 
hardly mean that as one drug induces it, 
our aim should be to find another to avoid 
or abolish it in toto. This is one of the short- 
comings of using a “generic” concept such 
as psychosis, as if it were one circumscribed 
clear entity while in reality it not only 
represents a great variety of psychotic syn- 
dromes, but also each psychosis seems a 
mixture or conglomeration of abnormalities. 
I have given a few examples how the phe- 
nomena may be analysed and have de- 


liberately avoided the use of such larger 
clinical categories as “exogenous reactions” 
or “organic psycho-syndrome,” etc. These 
general classifications, including “psycho- 
sis” are, if anything, in the way of prog- 
ress in dealing with psychological condi- 
tions by means of pharmacology. 

Symptomatic therapy in psychiatry is not 
the same as in general medicine ; this can 
best be illustrated by the following: the 
combined physical, mental and social fac- 
tors have had such astonishing effects as 
the opening of doors in mental hospitals 
and the increased tolerance of relatives 
towards their psychotic members ; but only 
after the introduction of chlorpromazine 
and similar drugs into the treatment of the 
chronic schizophrenic. Pioneers of hospital 
administration reform would be crying in 
the wilderness without the socalled tran- 
quilizing drugs. 

Adolf Meyer, the great American psy- 
chiatrist, whose name and memory is hon- 
oured by this lecture would certainly have 
asked the question of the practical 
therapeutic significance of experimental 
psychoses. He saw all scientific effort of 
psychiatry in connection with the social 
challenge represented by chronic mental 
illness in our civilisation. In spite of his in- 
sistance on environmental and social fac- 
tors for the understanding and treatment of 
mental patients, he was too open-minded 
a scientist not to have approved of the 
renewed modern approach in psychophar- 
macology. 
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The title of my discussion is misleading. 
It connotes that the whole matter has been 
extensively investigated and all that re- 
mains is the announcement of profound 
conclusions. This is not the case. As far 
as I am aware, published investigations 
of the effect on psychiatric illness of the 
control of conception do not exist. The 
neglect of so important a topic is the fault 
of your discipline, as well as mine, obstet- 
rics and gynecology. 

I know that psychiatrists frequently ad- 
vise and even warn disturbed women that 
conception should not occur, yet naively 
fail to supply the precise means to imple- 
ment this proscription. On the other hand 
you may correctly charge that obstetrician- 
gynecologists are too often specialized 
mechanics for female organs with little 
interest in the whole vehicle. Their na- 
tional meetings have programs replete with 
obstetric hemorrhage, toxemia, erythro- 
blastosis and female cancer, but not a 
paper on contraception or sterilization, and 
few if any on therapeutic abortion. 

I should like to discuss three methods of 
conception control in the following order : 
contraception, sterilization and therapeutic 
abortion. 

General acceptance of the two contra- 
ceptive methods given greatest medical 
approval, diaphragm and condom, is severe- 
ly handicapped by complexity of the 
former, and the necessity to make adjust- 
ment of the latter coincide with the coital 
act. Studies in our contraceptive clinic at 
The Mount Sinai Hospital in New York 
have shown that a high degree of motiva- 
tion is required to use either method con- 
sistently for a long period, a degree of 
motivation a large proportion of patients 
lack(1). 

Today we are on the threshold of a 
promising era in contraception, the era of 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2 From the Department of Obstetrics and Gynecol- 
ogy of The Mount Sinai Hospital, New York City. 
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the simple contraceptive. Many of these 
simpler methods are so new that one can 
only give preliminary appraisal and must 
withhold final judgment. 

The recently developed steroid pills, 
Enovid and Norlutin, bestow a high degree 
of protection against impregnation. These 
steroids inhibit ovulation by primary action 
on the anterior pituitary. They also exert 
an estrogenic effect, so that when discon- 
tinued withdrawal bleeding sets in 3 days 
later, the woman does not remain 
amenorrhoeic, an intolerable state, for in 
the non-psychiatric verbiage of my revered 
teacher, Whitridge Williams, “women re- 
gard menstruation as a decorative process.” 
One 10 mg. pill is prescribed every morn- 
ing from day 5 to day 25 of each pseudo- 
menstrual cycle. Pincus and Rock(2) report 
side-effects, such as nausea and headache 
in 12%; Tyler(3) in a larger proportion. 
Tyler also found many younger women 
prone to worrisome, irregular, vaginal 
bleeding while on the pill and loss of 
libido in some. 

Endocrinologists have warned against 
the possible deleterious effects such a 
potent pituitary inhibitor may have on 
other endocrine functions beside ovulation ; 
thus far none has been described. At this 
time it appears safe for women to take 
Enovid or Norlutin for as long as 2 years. 
Whether more sustained administration will 
lead to organic damage none can say. In 
summary then, “the pill” is a potent con- 
traceptive, its side effects and its potential 
dangers compel one to view its full ac- 
ceptance with caution. 

Segal and Nelson of The Rockefeller 
Institute(4) within the month have re- 
ported experimental work in the rat with 
an orally active nonsteroidal compound 
possessing significant antifertility proper- 
ties. The female rats were fed the chemical 
the day of mating and for 3 days thereafter. 
Conceptions occurred but the eggs never 
left the fallopian tubes, degenerating there 
in 10 treated females. The next matings, 
with the drug omitted, exhibited normal 
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fertility. The drug, ME. 25, has not been 
tested for contraceptive value in the human, 
though it has been used as an experimental 
anticarcinogen. 

Theoretically it is safer and more de- 
sirable to have the uterus, tubes or ovaries 
the target organ rather than to mediate 
action through the pituitary, adrenal or 
other endocrine gland. 

Another of the simpler methods of con- 
traception is the intravaginal insertion of 
a tablet 5 to 15 minutes before coitus. The 
tablets are of two varieties, foaming and 
non-foaming. Neither has had sufficient 
critical evaluation to make specific state- 
ments in regard to effectiveness. However, 
our clinic is experiencing promising results 
with a non-foaming tablet Delfen, which 
probably will be marketed in 1959. 

Spermatoxic creams and jellies in meas- 
ured amounts inserted intravaginally just 
anterior to the coital act give significant 
protection against pregnancy. As yet it is 
impossible to calibrate their degree of pro- 
tection in comparative terms with the effec- 
tiveness of either the diaphragm or condom. 

There is a growing thesis that slightly 
less effective methods of contraception, ac- 
ceptable for uninterrupted use, are superior 
to more effective methods used intermit- 
tently or soon discarded. Today we are 
approaching the highly advantageous posi- 
tion of being able to individualize contra- 
ceptive advice. Soon physicians will possess 
a varied armamentarium of contraceptive 
methods so that they can select the one 
which best suits the emotional make up of 
the marital partners, as well as their sur- 
roundings. An emotionally stable, Park 
Avenue matron presents a different prob- 
lem in the choice of a contraceptive than 
an ambulatory schizophrenic living in a 
tenement, who shares her bedroom with 5 
children and her bathroom with 3 other 
families. 

Sexual sterilization has become a relative- 
ly simple surgical procedure. In the male, 
bilateral vasectomy can be done under 
intravenous anesthesia or local infiltration ; 
post-operative convalescence requiring ap- 
proximately 48 hours. Most sterilizations 
of the female are puerperal, done 30 min- 
utes to 30 hours after delivery. A bilateral 
Pomeroy tubal procedure is usually per- 


formed. Under conduction or general 
anesthesia a knuckle of fallopian tube is 
raised in its midportion, the base of the 
knuckle ligated and the portion of tube 
forming the knuckle cut off. The operation 
is done through a short, infra-umbilical, 
midline incision ; the whole procedure re- 
quiring less than 15 minutes. Tubal steril- 
ization does not add materially to a 
woman's hospital stay and she may be dis- 
charged on the fifth or sixth post-operative 
day. Critical studies of Pomeroy steriliza- 
tions show a failure rate of 4 per 1000(5). 
Prystowsky and Eastman reported 3 deaths 
in a series of 1,830 puerperal sterilizations 
done at The Johns Hopkins Hospital ; one 
from a ruptured ectopic and two from 
pulmonary embolism late in the second 
week(6). The two latter fatalities may or 
may not have been associated with the 
sterilization procedure. We have done 830 
puerperal sterilizations on the obstetric 
service of The Mount Sinai Hospital dur- 
ing the past 5% years without a known 
fatality. However this may not be too 
meaningful, since admittedly the series is 
small, and the follow-up shorter and not so 
complete as Eastman’s. 

A lesser number of women are sterilized 
when not puerperal ; in the last few years 
their number is too small to yield reliable, 
modern risk figures. Despite recurrent 
rumors to the contrary there is no method 
of surgical sterilization which is consistently 
reversible for male or female and therefore 
sterilization must be viewed as permanent 
and irrevocable. Therefore the physician 
must weigh very carefully the wisdom of 
sterilization in each case. 

Laws and mores concerning sterilization 
vary from country to country, even hospital 
to hospital. Twenty percent of women be- 
tween 15 and 45 have been surgically 
sterilized in Puerto Rico(7), but virtually 
none has had legal abortion. In Sweden, 
physicians therapeutically abort 5% of 
pregnancies, one-quarter of the abortions 
being accompanied by sterilization, but 
sterilize relatively few patients after de- 
livery(8). The Japanese, as part of a frontal 
attack on the population problem, carry 
out sterilization by cornual coagulation in 
the physician’s office either immediately 
after legal abortion or in the non-pregnant 
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state(9). A special, curved electrode is 
introduced through the cervical canal to 
the fundus and rotated to impinge on each 
cornual region. The electric current coagu- 
lates and scars the opening of each tube 
into the uterine cavity. Enthusiasm for 
sterilization by intrauterine coagulation is 
tempered in America by the pain of its 
performance without anesthesia, and by its 
relatively unreliable results. 

I can not review the different laws and 
attitudes concerning sterilization which 
exist in each of 48 states, and in the 
scores of hospitals within each state. I 
shall therefore center attention on the hos- 
pital I know best, The Mount Sinai Hos- 
pital in the Borough of Manhattan. 

The State of New York has no specific 
law permitting or forbidding sterilization. 
Therefore it is assumed that the procedure 
is legal if the physician believes further 
pregnancies pose a threat to the patient’s 
well being. The Hospital Accreditation 
Board is neither for nor against steriliza- 
tion, but insists that each hospital have a 
fixed, written policy and that the indication 
for every sterilization be clearly recorded 
on the chart(10). 

At present The Mount Sinai Hospital 
has 4 rules governing sterilization : 

1. All patients are treated alike, whether 
private or service. 

2. After signed permission from the 
couple, any patient irrespective of age may 
have puerperal sterilization performed if 
the delivery yields 6 or more living chil- 
dren; when 30 to 35, 5 or more living 
children, and when older than 35, 4 or more 
living children. 

3. Sterilization may be performed in the 
course of a gynecologic operation or Ce- 
sarean section at the discretion of the op- 
erator. 

4. All other cases of sterilization on a 
female must first have the approval of the 
chief of obstetrics and gynecology. Patients 
who do not qualify for sterilization on the 
basis of parity but who present conditions 
making additional pregnancies medically 
ill advised, conditions such as tremendous 
varicosities, serious cardiac disease or re- 
current puerperal depressions may be 
sterilized postpartum only when depart- 


mental antepartum permission has been 
obtained. 

These rules may appear conservative but 
are the most radical of any large teaching 
institution in the area. Their radicalism 
resides in the fact that we recognize as 
indication for permanent conception con- 
trol a multitude of children without con- 
comittant illness of the mother. In the be- 
ginning, sanction for puerperal sterilization 
on the basis of parity alone, primarily 
motivated by socio-economic considera- 
tions, was restricted to clinic patients, but 
the complaint of unjust discrimination by 
private patients soon led to amendment 
to include them on equal terms. 

In its first 5 years of existence, 1953 to 
1957, the obstetric department of The 
Mount Sinai Hospital delivered 21,169 
women; 796 were sterilized at or after 
delivery (1% of private and 9% of clinic 
patients). Five hundred and eight, or 77% 
were sterilized because they satisfied age- 
parity criteria. 

One hundred sixteen women were steri- 
lized for reasons other than parity; 10 
(8.6%), 2 on the private and 8 on the ward 
service, for psychiatric indications. 

The following case illustrates certain 
points in regard to both contraception and 
sterilization. 


Mrs. R., a 26-year-old Puerto Rican, after 
having 5 children, last August married the 
33-year-old father of her sixth and current 
pregnancy, as well as of her more recent 
children. The husband, also a Puerto Rican, 
a chauffeur, must pay $15 of his $60 weekly 
pay toward the support of 4 children sired in 
a previous union. The couple have a fourth 
floor walk-up, the parents and one child sleep 
in one room, the 4 other children in another. 

Mrs. R. delivered her fifth child at The 
Mount Sinai Hospital in 1955 and was pro- 
vided contraception at the 6 weeks postpartum 
visit. She returned frequently to the contra- 
ceptive clinic and switched back and forth 
between a tablet insert and the vaginal dia- 
phragm, the former she claimed caused itch- 
ing, the latter she disliked. Some months, 
particularly after the delay of a period, the 
husband used a condom from lack of faith in 
other methods. After 23 months of variable 
and irregular contraception her sixth unplanned 
conception occurred, due to terminate May 
25. It is impossible to know whether contra- 
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ceptive failure was due to omission from a 
lapse in motivation, or failure of the method 
itself. 

The resident staff was worried by the 
patient’s groundless, somatic complaints and 
during the fourth month of pregnancy referred 
her to the obstetrical-psychiatric clinic con- 
ducted weekly in the antenatal clinic by the 4 
liaison psychiatrists. No abnormal behavior had 
been noted by the obstetric staff during the 
1955 pregnancy. We quote from the biweekly 
psychiatric notes. “In 1957, behavior diagnosed 
at another hospital, ‘pseudo hallucinations on 
an hysterical basis.’ She is a euphoric girl who 
denies all problems except repeating many 
times that her large number of children give 
her headaches and will drive her crazy. This 
is expressed in the most cheerful manner. . . 
Any attempt to explore specific areas is met 
with evasiveness, and denial ; nevertheless it 
is clear that there are many ideas of reference, 
paranoid ideations and both auditory and visual 
hallucinations. Sterilization was discussed and 
patient was most eager and says husband 
wants this too. This is a schizophrenic woman 
who is overtly psychotic with only a tenuous 
hold . . . Now complaining of intractable 
headaches . . . extremely histrionic in manner. 
To us this is a grave sign in a schizophrenic 
and frequently signifies an incipient, overt, 
psychotic break. Admission to Bellevue dis- 
cussed with the patient . . . Thorazine given 
. . . Under threat of advised hospitalization at 
Bellevue, patient has managed to exploit her 
limited emotional resources and control her 
more flagrant and histrionic symptoms .. . 
The headache has left but is displaced by 
dizziness and blurring of vision . . . Symptoms 
have abated, has continued Thorazine. Re- 
maining hysterical symptom difficulty in focus- 
ing eyes.” Today’s note reads, “Patient shows 
surprising amount of composure. I believe it 
stems from the knowledge that she will be 
sterilized after this delivery.” 


If we had been omniscient we would 
have suggested puerperal sterilization to 
her after the fifth child ; then perhaps the 
upsurge of emotional difficulties in the 
current pregnancy would have been 
eliminated o1 pdstponed. What will steri- 
lization accomplish ? Will it contribute to 
the maintenance of Mrs. R. in her ambula- 
tory status P Will it create religious guilt 
feelings to embarrass further her tenuous 
adjustment ? Who can tell. At least it 
will prevent the exposure of additional 
children to this disturbed environment. 


There is as much, or more variation in 
the performance of therapeutic abortion 
from country to country and hospital to 
hospital than is the case with sterilization. 
Abortion on demand is the virtual pattern 
for more than a billion of the world’s 2% 
billion population : Red China, Russia, the 
satellite countries and Japan. In the latter, 
1,143,059 legal abortions and 1,700,000 
viable births were officially reported for 
1954(11), the latest figure to which I had 
access. Contrast this to the legal prohibi- 
tion of any therapeutic abortion in Catholic 
Spain. 

There is extreme variation in the fre- 
quency of therapeutic abortion among non- 
Catholic hospitals in the United States. 
This variation may occur in the same state 
under the same state law. Russel reports 
one abortion to every 52 deliveries in a 
private California hospital in contrast to 
one abortion to every 8000 deliveries at 
The Los Angeles County Hospital(12). 

Let me tell you how therapeutic abor- 
tion is practiced at The Mount Sinai Hos- 
pital. Since it operates under the laws of 
The State of New York, I shall quote the 
statute. “A person who, with intent to 
procure a miscarriage of a woman, unless 
the same is necessary to preserve the life 
of the woman .. . is guilty of abortion, 
etc.” 

At Thé Mount Sinai Hospital all cases 
for whom therapeutic abortion is sought 
must be first reviewed and acted upon by 
a committee of the staff. The abortion com- 
mittee system was introduced in November 
1952, at the inception of the obstetrical 
service. The director of the gynecological 
and obstetrical service is permanent chair- 
man, the other 4 members being the chief 
of psychiatry and a designated, senior 
physician from the departments of medi- 
cine, surgery and pediatrics or their al- 
ternates. The committee meets once a week 
at a fixed hour. Affirmative letters from two 
consultants in the particular medical field 
involved must be presented and one of 
the authors, as well as the obstetrician- 
gynecologist who plans to carry out the 
therapeutic procedure must attend the 
committee meeting. Also when the chair- 
man feels an expert from another depart- 
ment, hematology or radiotherapy for in- 
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stance, may be helpful in arriving at the 
correct decision, he is requested to attend 
as advisor. The case is freely discussed and 
if one of the 5 committee members opposes 
therapeutic interruption, the procedure is 
disallowed. No termination of pregnancy 
may be carried out in any of the operating 
rooms of The Mount Sinai Hospital unless 
an affirmative decision of the abortion com- 
mittee has been previously filed with the 
director's office. 

When the results of the committee’s 
work are presented you may be surprised 
at the high proportion of cases validated 
for abortion. This is due mainly to the fact 
that its policies are well known to the staff ; 
therefore, a staff member who feels his 
case will be rejected is unlikely to present 
it. When in doubt he may seek a curbstone 
opinion from the chairman or some other 
committee member, and if the off-record 
opinion is unfavorable usually drops the 
matter. 

From November 1, 1952, until March 1, 
1958, approximately 22,000 women were 
delivered at The Mount Sinai Hospital. 
During the same period 125 therapeutic 
abortions were validated by the committee 
and performed, a proportion of one to 
every 175 deliveries; 21 cases were re- 
jected. 

The three most frequent indications were 
psychiatric, 42%; eugenic, 26%, and past or 
present malignancy, 10%. These three condi- 
tions accounted for almost four-fifths of 
the cases relegating the old, orthodox trio 
of two decades ago: heart, lung and kid- 
ney, to minor importance. I shall focus 
attention on the psychiatric group and 
refrain from discussing other indications. 

A total of 61 psychiatric cases were 
presented and 52 validated for abortion. 
What were the grounds ? Upon the advice 
of Dr. Ralph Kaufman, chief of psychiatry, 
the committee established two basic pro- 
cedural rules for dealing with patients in 
this category. A patient must have received 
treatment from a recognized psychiatrist 
previous to the onset of the current preg- 
nancy ; this to reduce likelihood of ma- 
lingering. Second, the two psychiatrists 
advocating interruption of pregnancy must 
declare the patient suicidal, thus allowing 
the committee to act within the framework 


of the law of New York, “to preserve the 
life of the mother.” 

The restraint which these two criteria 
for a psychiatricaly indicated abortion im- 
pose upon the committee is illustrated in 
the current case : 


Mrs. L., a 32-year-old American Jewess 
married an Iranian Moslem, while he was here 
on a student visa. After marriage they moved 
to Iran. Unable to adjust to life in Persia, 
Mrs. L. returned to the United States when 8 
months advanced in an unplanned pregnancy. 
The child, delivered June 1956, had bilateral 
club feet. The husband joined Mrs. L. a few 
months later. Mrs. L. had had _ behaviour 
problems in adolescence resulting in a brief 
admission to Bellevue Hospital. Two months 
postpartum a psychiatrist saw her because 
she was acting in an agitated manner, had hit 
the new baby and tried to attack her mother. 
The psychiatrist's impression was schizo- 
phrenia, thought to have long antedated preg- 
nancy. Mrs. L. became pregnant again 3 
months postpartum having used no contra- 
ceptive. She requested therapeutic abortion 
at the hospital where she delivered her first 
child ; on being refused, registered for prenatal 
care at Mount Sinai, but did not discuss 
abortion. A month earlier she had spent two 
weeks on a psychiatric ward of Bellevue Hos- 
pital. When 6 months pregnant she was seen 
by a liaison psychiatrist because of colitis and 
depression. Diagnosed “schizophrenic mixed 
with paranoid elements,” she was given Mil- 
town with good therapeutic response. Never- 
theless she was fearful of “cracking up” and 
feared she would be unable to care for a 
second child. She mentioned suicide and 
threatened to abandon her first-born. 

Two weeks before delivery, through the 
social service department, a homemaker was 
obtained who remained with the family for 
3 months. Mrs. L. tolerated delivery well. Pa- 
tient was seen in the postpartum contra- 
ceptive clinic and prescribed an intravaginal 
tablet insert. Lacking confidence in the method 
the couple switched to a condom on occasions. 
The husband, a good looking, articulate, well 
educated man was hostile toward his wife 
for being ill and probably would have left 
her were it not for the two children. Patient 
had her last menstrual period January 20, 1958, 
6 months after the birth of the second child 
and 18 months after the first. As soon as the 
third pregnancy was verified the couple urged 
its therapeutic termination. The husband was 
angry at his wife blaming her for the preg- 
nancy since she was supposed to have been 
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the one to use a contraceptive. When it was 
explained that no medical grovnds existed 
for legal abortion Mrs. L. became severely 
depressed. She is continuing to receive psy- 
chotherapy on an ambulatory basis, though 
hospitalization has been recommended. Pa- 
tient functions poorly at all times, but better 
between pregnancies, for when pregnant she 
is wholly unable to think about any one except 
herself. 


Should the second pregnancy have been 
aborted ; if not the second, then the third ? 
According to procedural rules neither could 
be done at The Mount Sinai Hospital since 
there was no serious threat of suicide and 
thus no life to preserve through abortion. 

Should Mrs. L. be sterilized this Octo- 
ber after delivery, despite only 3 living 
children ? I may authorize it after psychi- 
atristic advice. 

To an obstetrician, probably to a psy- 
chiatrist, psychiatric cases are the most 
difficult in which to determine the wisdom 
of terminating pregnancy. How accurately 
can one foretell suicide ? Admittedly it is 
extremely difficult. What proportion of 
these 52 women whom the abortion com- 
mittee judged suicidal and for whom they 
authorized abortion would have taken their 
lives if not aborted ? Dr. Milton Halpern, 
the experienced Chief Medical Examiner 
of New York City, states that he can hardly 
recall an autopsy on a death by suicide dur- 
ing the last 25 years which revealed 
pregnancy(13). 

What does pregnancy interruption ac- 
complish in a patient with psychiatric ill- 
ness who threatens suicide ? It is purely a 
destructive, emergency measure; surely 
not a constructive therapeutic agent. What 
alternatives are there to abortion in such 
cases P Prolonged hospitalization for self 
protection in the case of a psychotic woman 
who remains compensated when ambula- 
tory. Many psychiatrists feel this risks a 
break in compensation which may change 
an ambulatory illness to a chronic hospital 
disease. 

As stated earlier, research is urgently 
needed in this area. We should do a follow- 
up study on the 52 women who were abort- 
ed on psychiatric grounds and the 9 
rejected by the committee. 

Twenty-one of the 52 patients aborted 


for psychiatric reasons were sterilized at 
the same time. The committee often advises 
sterilization in such cases, but never makes 
abortion dependent on a patient’s accept- 
ance of this advice. It was felt that ob- 
ligatory sterilization might be misconstrued 
by the patient as a punitive measure if 
bound together with abortion in an all or 
none package-deal. 

Before closing, I should like to refer to 
the Scandinavian experiment in therapeutic 
abortion. In Norway, Sweden and Den- 
mark laws were passed in the middle 
1930s to broaden the indications for legal 
abortion hoping to reduce the incidence of 
illegal abortion. As a result, approximately 
5% of pregnancies in these 3 countries are 
therapeutically terminated. Each country 
is divided into several districts with its own 
abortion board of state appointed phy- 
sicians, social workers, geneticists and 
jurists. They have to authorize each case 
and the abortion must be performed in a 
public hospital. 

Of 8,844 legal abortions performed in 
Denmark during 1950 and 1951, 76% were 
terminated on psychiatric grounds, 16% on 
medical indications, 7% for eugenic reasons 
and less than 1% for humanitarian reasons 
(14). By the latter is meant pregnancy in 
girls less than 16, rape and other cases of 
sexual assault. The term psychiatric in- 
dication is used very loosely for it includes 
the large category of “worn out” mothers, 
those women in whom another pregnancy 
is ill advised for socio-economic, or general 
health reasons. 

The indications for the 5,889 legal abor- 
tions performed in Sweden in 1950 were 
divided as follows(8): 30% organic and 
psychiatric disease, 60% physical or mental 
health, 9% eugenic and less than 1% hu- 
manitarian. 

The large catch-all in this classification 
is “physical or mental health.” These are 
women whose physical or mental health 
will, or might be impaired by either bear- 
ing or caring for another child. 

How well does the Scandinavian ex- 
periment work ? Illegal abortions are still 
done, it is estimated in the proportion of 
4 illegal to one legal abortion, probably a 
far smaller ratio than exists in this country 
(15). 
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Furthermore, at least some doctors are 
dissatisfied ; they feel that the Scandinavi- 
an law is too permissive. Per Aren concludes 
a special 70-page supplement to the Acta 
Obstetrica et Gynecologica Scandinavica, 
“On Legal Abortion in Sweden,” received 
in America recently, with the italicized 
sentence : “Judging by the observations set 
forth above, a more restrictive attitude 
should be adopted in the evaluation of the 
grounds for legal abortion(16).” 

I think it can be stated without refuta- 
tion, that at present, the ideal abortion 
law is yet to be written. That does not 
mean that we should be satisfied with the 
anachronistic statutes now extant in this 
country. I for one am not. It is urgent 
that physicians, jurists, religionists, poli- 
ticians and sociologists give induced abor- 
tion their joint and immediate concern. 

In conclusion I apologize for not spelling 
out more clearly the influence of fertility 
control upon psychiatric illness. I have 
discussed the tools, I have isolated the prob- 
lems—perhaps some of you will supply the 
answers. 

BIBLIOGRAPHY 


1. Dubrow, H., and Kuder, K. : Obstet. and 
Gynecol. 11 : 586, 1958. 

2. (a) Rock, J., Pincus, G. and Garcia, C. : 
In press. (b) Recent Progress in Hormone 
Research, 13 : 323, 1957. 

3. Tyler, E.: In press. J.A.M.A. 

4. Segal, S. J. and Nelson, W. O.: Pre- 
sented at Amer. Soc. of “Physiol., Phil., Pa., 
April 15, 1958. 

5. Garb, A. E.: Obstet. and Gyncol. Sur- 
vey, 12: 291, 1957. 

6. Prystowsky, H. and Eastman, N. J.: 
J. A. M. A., 158: 463, 1955. 

7. Berle, B. B.: Fertility and Sterility, 8 
267, 1957. 

8. Sweden. Inrikes departementet. Abort- 
frogen Betinkande Avgieét Av 1950 Abortie- 
trediving. Stockholm, 1953. 

9. Pommerenke, W. T. : Obstet. and Gyne- 
col. Survey, 10: 145, 1955. 

10. Babcock, K. B. : Am. J. Obs. and Gyn., 
72: 771, 1956. 

11. Koya, Y. and Muramatsu, M. A. : Bull. 
Inst. Pub. Health (Japan), 4: 1, 1955. 

12. Russel, K. P.: West J. Surg. Obs. 
Gyn., 60 : 497, 1952. 

13. Calderone, M.: Abortion in the United 
States. New York : Paul Hoeber, 1958. 

14. Denmark. Justitsministeriet. Betaenkn- 


ing Angaende Aendring Af Svangerskabslov- 
givningen. M. V. Copenhagen, 1954. 

15. Aren : Per. On legal abortion in Sweden. 
Acta Obst. et Gyn. Scandinavica. 37 : Supple- 
ment 1, Lund, 1958. 

16. Tietze, C. : Personal communication. 


DISCUSSION 


Rosert W. Larptaw, M.D. (New York 
City).—We owe a very real debt of gratitude 
to Dr. Guttmacher for taking time away from 
his busy schedule and traveling 3,000 miles 
to present to us this valuable and thought- 
provoking paper. Every word of it is of con- 
cern to us as psychiatrists. In my discussion, 
however, I propose to limit myself to those 
portions dealing with the problem of abortion. 

First, I wonder whether Dr. Guttmacher 
is not overstating the case when he speaks 
of therapeutic abortion in a psychiatric case 
as being “a purely destructive, emergency 
measure, surely not a constructive therapeutic 
agent.” I would agree with him wholeheartedly 
were he referring to criminal abortion. When, 
however, we are dealing with a therapeutic 
abortion in a case where psychiatric indica- 
tions are clear, where the patient has been 
well prepared for the procedure, and where 
she and her family are earnestly and desper- 
ately asking for it, the carrying out of this 
procedure can and does have, in my experi- 
ence, a major therapeutic impact. This is 
particularly true if the woman is unmarried. 
Certainly we as psychiatrists seeing a patient 
weighed down with the despair of an agitated 
depression, unable to eat, unable to sleep, 
preoccupied with thoughts of suicide as the 
only solution to a truly intolerable situation, 
and seeing this same patient immediately after 
a therapeutic abortion has been successfully 
carried out—relaxed, calm and with new cour- 
age to face the future—must strongly affirm 
that this procedure has been a therapeutic 
agent. This is in marked contrast to stories 
we often hear in our consultation rooms 
from women who previously, in desperation 
and without psychiatric help, have undergone 
a criminal abortion. Here the furtiveness of 
the act and the sordidness of the atmosphere 
in which the procedure is usually carried out 
may leave a lasting emotional scar. 

Criminal abortion is something for psy- 
chiatry to combat in every way possible. 
Certainly existing legislation, with all its penal- 
ties, has proven to be a very ineffective means 
of control. In the book Therapeutic Abortion 
edited by Harold Rosen, Russell Fisher esti- 
mates that in the United States there are 
300,000 criminal abortions performed an- 
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nually, with convictions for these acts prob- 
ably less than 1,000. He goes on to say, “It 
is doubtful if any other felonious act is as 
free from punishment as criminal abortion.” 
In a work entitled, Pregnancy, Birth and 
Abortion soon to be published by Dr. Kinsey’s 
Institute for Sex Research, detailed data are 
given on a series of 5,000 women. Among 
the married women in this group, 23% of the 
pregnancies ended because of an induced 
abortion, and among the single women 86% 
of pregnancies were terminated by abortion. 
In this entire series all but 2% of these inter- 
ruptions were criminal abortions. 

Many criminal abortions are carried out on 
women whose clinical picture psychiatrists 
would feel to merit interruption on psychiatric 
grounds were the laws subject to broader 
interpretation. With psychiatry’s increasing 
interest in preventive medicine, it is imperative 
that abortion laws, such as the New York 
State statute which Dr. Guttmacher quoted, be 
changed. If the New York law, instead of 
reading “to preserve the life of the mother,” 
were to read “to preserve the life or the health 
of the mother,” this would enable ethical 
physicians, operating in a panel in a grade A 
hospital such as Dr. Guttmacher describes, to 
study and weigh the indications for interrup- 
tion in cases where a threat of imminent sui- 
cide does not exist. Such material would 
include women with psychoses who would be 
incapable of adequately caring for the child, 
and where the additional burden would further 
aggravate the psychotic process. It would in- 
clude cases of rape, cases of incest, and cases 
of hereditary disease where interruption would 
be indicated on the grounds of eugenics. It 
would also include cases of mothers whose 
physical strength and whose economic re- 
sources are strained to the utmost in caring 
for the present-sized family, so that the addi- 
tion of another child would create a threat to 
the entire family. This latter category repre- 
sents an example of the so-called socio-eco- 
nomic indications, a concept perhaps the 
furthest removed from the original legal per- 
mission to preserve the life of the mother. But 
in our complex society, socio-economic factors 
are important and often critical in evaluating 
the need for therapeutic interruption. The field 
of modern psychiatry is reaching beyond a 
strict focusing on psychopathology to a con- 
sideration of the social aspects of mental 
health. If, as Dr. Guttmacher indicates, socio- 
economic factors now constitute grounds for 
sterilization, a permanent form of fertility 
control, should they not rightfully be in- 
cluded among indications for therapeutic abor- 


tion, which is a temporary form of fertility 
control ? The decision regarding the therapeu- 
tic interruption of pregnancy is a medical 
decision. This decision should rest in the hands 
of the medical profession, unhampered by re- 
strictive legislation. 

Dr. Guttmacher has mentioned the Scan- 
dinavian experiment in therapeutic abortion. 
An example of this is a recommendation which 
originated among various religious bodies in 
Norway in 1935 to recognize, as legal, abor- 
tions on the following grounds: 1. Medical 
conditions, including exhaustion, in housewives 
with many children; 2. Pregnancy resulting 
from rape or incest ; 3. Pregnancy in unmarried 
girls below the age of consent of 16 years ; 
4. Eugenic. In such cases there would also be 
compulsory sterilization of the eugenically in- 
ferior person.® 

It is noteworthy that even with the backing 
of the Lutheran State Church of Norway, to 
which 97% of the population belong, these 
recommendations, which were proposed in 
1935, have not yet been enacted into law. 
How much more difficult may it be to effect 
new legislation in this highly controversial 
and emotionally-charged field in this country 
with its many diverse religious groups. And 
I am sure that among members of our own 
specialty there are widely divergent views on 
the subject. We need to debate and talk about 
it among ourselves, both in our local societies 
and at this Association level, if we are ultimate- 
ly to exert a directive force toward better 
legislation. 

To my own mind the question of therapeutic 
interruption of pregnancy is closely allied to 
one’s philosophy of life and to one’s concepts 
of the rights of the individual. Certainly the 
present laws in this country reflect the attitude 
that a woman, regardless of her own feelings, 
must be made to bear a child, unless in the 
process of so doing her own life is in jeopardy. 
It is an all or nothing principle, rather than 
the balancing of many diverse pros and cons 
as regards the continuing life of the individual. 
Why must a woman be forced to give birth to 
an unwanted child? Does not a society in 
which every child is a wanted child carry 
within itself a much greater potential for 
mental health than the society in which we 
live ? It is the quality of a population, not its 
quantity, that counts. 

Dr. Guttmacher’s position as to indications 
for sterilization and his delineation of the 
requisite steps and procedures involved are 
clear and in harmony with psychiatric con- 
cepts. However, the attitude which he de- 
scribes as existing among certain of his gyne- 
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cological colleagues in insisting that, if a 
therapeutic abortion is performed, a steriliza- 
tion should accompany it, is to my mind 
questionable. This attitude carries with it in 
many instances a certain punitive attitude 
toward the woman. Of course, if the patient 
is nearing the end of her child-bearing era 
and if she already has children, such a recom- 
mendation would have merit ; but if the pa- 


* See chapter “Abortion in the Scandinavian Coun- 
tries,” in Abortion in the U. S., edited by Mary S. 
Calderone, New York: Harper-Hoeber, 1958. 


tient is young, to sentence her to a lifetime of 
childlessness is going far indeed. Circumstances 
in life and the course of mental illness are so 
unpredictable over a span of years that we 
would in many instances be assuming God-like 
prerogatives in saying that because this patient 
today should have a therapeutic interruption, 
she should never at any time in the future be 
allowed to have a child. 
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Aside from a few examples of by-the- 
way and informal commentary scattered in 
the literature, little attention has been 
paid to the sociological aspects of psychi- 
atry and psychiatric practice. Kubie’s study 
(1) of psychoanalytic practice is note- 
worthy, as is the survey by Muncie and 
Billings(2). H. Weinstock(3) has also re- 
ported interesting material on psychoanaly- 
tic practice, which so far has not been 
published. Blain(4), Davidson(5), and 
Smith(6) have made contributions. Ruesch 
(7) has published an overview of the field 
which includes some original work. 

The present study was initiated as a seg- 
ment of Redlich’s and Hollingshead’s(8) 
longterm project on psychiatry and social 
class. Some of the data and findings in this 
report can be found in their recently pub- 
lished volume, Social Class and Mental 
Illness. However, the scope of the original 
study has been considerably enlarged, and 
new data are presented here for the first 
time. 

In order to delineate characteristic pro- 
fessional and psycho-social life patterns, 
40 psychiatrists in private, university, and 
state hospital practice were interviewed, 
and a 10-part schedule was completed. In- 
cluded were questions in these areas : 

. Parents and siblings. 

. Wife and her parents. 

. Education and research experience. 

. Children. 

. Vacations and use of leisure time. 

Conceptions of class status. 

. Participation in community or- 

ganizations. 

. Income. 

. Professional practice. 

. Opinions on psychiatry and psy- 
chiatric patients. 

interviews, which were  semi- 


The 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

280 Maiden Lane, New York 38, N. Y. 

8 Professor and Chairman of the Department of 
Psychiatry, Yale University, School of Medicine, 
New Haven, Conn. 
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structured, were 1 to 2 hours in length. 
About half of the questions required factu- 
al answers; the other half called for the 
expression of opinion. An attempt was 
made throughout to elicit responses in the 
psychiatrist’s own frame of reference. The 
data collected were then tabulated and 
appraised. 

The psychiatrists, all but two of whom 
were male, fell into 2 groups: 1. Twenty- 
four with analytic and psychological ori- 
entation (termed the A-P group), and 2. 
Sixteen with directive and organic orienta- 
tion (termed the D-O group). The division 
into A-P and D-O groups was based on 2 
criteria : 1. The principal methods of thera- 
py and 2. The training for administering 
such therapy. 

In the A-P group, composed of psycho- 
analysts and practitioners trained and in- 
fluenced by psychoanalysts, the therapeutic 
approach is almost entirely psychological 
and non-directive. The emphasis is on 
the gaining and application of insight. 
Whenever physical examinations or organic 
treatments are necessary, even within the 
field of psychiatry, patients are referred to 
another specialist. 

The approach of the D-O practitioners 
is quite different, and consists in changing 
patient attitudes and behaviour by means 
of directive methods (such as suggestion, 
reassurance, advice, and reproof) and or- 
ganic therapeutic measures. The latter in- 
clude medical and neurological examina- 
tion, the prescribing of drugs such as 
barbiturates and ataraxics, and shock treat- 
ments. The D-O practitioners have little 
or no interest or training in psychoanalytic 
theory. 

In this series, the university psychiatrists 
were all in the A-P group, while the state 
hospital psychiatrists were all in the D-O 
group. As for the psychiatrists in private 
practice—some were in the one group, some 
in the other. 

The findings are presented under two 
headings: 1. Professional, and 2. Psycho- 
social. 
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PROFESSIONAL 


All 40 psychiatrists were graduates of 
approved medical schools. Everyone in the 
A-P group had completed approved psy- 
chiatric training programs; while 50% of 
those in the D-O group had incomplete 
psychiatric residencies, or none at all. 

With the exception of the university 
psychiatrists, whose extra stint of evening 
work raised their work week to 60 hours, 
the psychiatrists had a fairly standard 50- 
hour week. The D-O private practitioners 
also handled occasional] after-hour psychi- 
atric emergencies in the community. 

In general, the state hospital practitioners 
did not see patients in individual psycho- 
therapy, and the university practitioners 
saw about 2 patients a day. The A-P private 
practitioners saw 7 patients each day ; and 
the D-O private practitioners from 10 to 12. 
The D-O private -practitioners spent less 
time with each patient, from 15 to 40 
minutes, while among the A-P practitioners 
a 45 or 50-minute session was standard. 
Contrasts also appeared in the number of 
times patients were seen each week, and 
in the total duration of therapy. The D-O 
private practitioners saw patients on the 
average of once a week ; while among the 
A-P practitioners, frequency of visits aver- 
aged almost 3 times a week. The average 
duration of therapy in the D-O group was 
6 months ; in the A-P group, 18 months. 

Differences were found in diagnostic 
classifications and procedures, and declared 
modes of therapy. The most commonly 
used diagnosis in the A-P group was char- 
acter neurosis; among the D-O private 
practitioners, the most common diagnosis 
was anxiety state and depression ; and in 
the state hospital group, of course, the 
most common diagnosis was schizophrenia. 
‘Without exception, the form of treatment 
employed in the A-P group was given either 
as psychoanalysis or as psychoanalytically- 
oriented psychotherapy. Forms of treat- 
ment in the D-O group were varied. In- 
cluded were supportive therapy, discussion, 
drugs, and electroshock. The state hospital 
practitioners contributed, in addition, in- 
sulin, occupational and team therapy. 

The A-P group did physical and neu- 
rological examinations only rarely; the 
D-O group did so almost routinely. 


Eighty percent of the A-P group (those 
in practice as well as those in the univer- 
sity) had carried out psychiatric research, 
and had published scientific articles, con- 
trasted with 20% of the D-O group. 

Income data are stated for 1954. The 
lowest income levels were found among 
the state hospital practitioners, where the 
median income was $9,000 and the range 
of income was from 6 to 15 thousand 
dollars. Next came the university psychi- 
atrists, who had a median income of $15,- 
000 and a range of from 8 to 25 thousand 
dollars. The A-P private practitioners had 
a median income of $22,000 and a range of 
from 15 to 30 thousand dollars. The highest 
income levels were found among the D-O 
private practitioners, where the median 
income was 25 thousand dollars and the 
range was from 15 to 40 thousand dollars. 
Of these 4 sub-groups, the A-P private 
practitioners were the most nearly satisfied 
with their incomes. Among all the private 
practitioners, the median fee-per-visit was 
17 dollars. A sliding fee-scale was universal- 
ly employed, and the average range of the 
individual psychiatrist’s fees—from lowest 
to highest—was 17 dollars. 

Interesting contrasts emerged between 
the A-P and D-O psychiatrists in their 
responses to a variety of questions which 
called for the expression of opinions on 
psychiatry and psychiatric patients. 

The question was asked : “What are the 
rewarding aspects of psychiatric practice ?” 
The responses of the A-P group were al- 
most uniformly intellectual in nature. These 
were some of their responses : 

“Learning how people think” 

“The novelty of each problem you 
encounter” 

“Gaining knowledge of personality” 

“Supervision of psychotherapy and 
psychoanalysis” 

“Working with patients I like” 

Those in the D-O group indicated that 
on the whole they were rewarded in seeing 
their patients improve. Some of their re- 
sponses were : 

“Seing patients progress” 
“Getting close to patients” 
“Curing patients” 

“Relieving patients’ symptoms” 
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“Observing the patient’s response to 
insight” 

A similar contrast appeared in response 
to the question : “What are the disappoint- 
ing aspects of psychiatric practice ?” From 
the A-P group : 

“Patients are so resistant” 

“I still have a long way to go in train- 
ing” 

“The isolation is wearing” 

“Sitting down all day long” 

“The gap between theory and practice 

From the D-O group : 

“The lack of improvement in patients 
“So many don’t get well” 

“Treatment failures are many” 
“There aren’t too many out-and-out 
cures” 

The D-O group were enthusiastic about 
organic therapies. Some of them said : 

“I'm very much for them” 

“It would be difficult without them, 
but they have their limitations” 
“Insulin and EST are a great, great 
help” 

The A-P group, on the other hand, felt 
differently : 

“I've no experience with them” 

“I know little about them ; I’m skepti- 
cal of their efficacy” 

“They're used much more than justi- 
fied” 

The two predominant responses to the 
question, “Why can’t psychiatrists help 
some of their patients ?” were : 

1. The lack of scientific knowledge 
2. The fixity of illness 

However, in each group there was one 
response which was exclusive to it. In the 
A-P group, the personality of the psychi- 
atrist and his personal problems were fre- 
quently suggested as a factor in treatment 
failure. In the D-O group, there were 
several implications that some patients 
just don’t want to be helped. 

Finally, the question was asked, “Why 
did you become a psychiatrist ?” Responses 
to this were notably vague and unrevealing. 
There was, however, one striking contrast. 
No one in the D-O group related becoming 
a psychiatrist to his own life situation and 
needs, past and present, whereas almost 
everyone in the A-P group did so. 


PSYCHO-SOCIAL 

As measured by Hollingshead’s Index of 
Social Position, 95% of the psychiatrists are 
categorized as Class I, and 5% as Class II, 
depending on differing areas of residence. 
However, no psychiatrist was a member of 
the core group within Class I. 

Only 8% of the A-P group were from old 
American stock, while almost half of the 
D-O group came from old American stock. 
There were significantly more first and 
second generation persons in the A-P group 
than in the D-O group. Eighty percent of 
of the A-P group were of Jewish origin, 
while the D-O group were predominantly 
of Protestant origin. Only 3 psychiatrists in 
the series came from Catholic homes. 

Only one psychiatrist in the A-P group 
had a currently active religious affiliation ; 
few declared even a nominal affiliation. 
In contrast, a sizable minority of the D-O 
group were currently active. Moreover, 
there was more determination in the D-O 
group to provide religious training for their 
children. Questioning on this score pro- 
voked considerable anxiety, in the A-P 
group especially. In both groups, long 
pauses before answering were not uncom- 
mon. One response on providing religious 
training, “I won't, but I should,” seemed 
to reflect a feeling which others had as 
well. 

In terms of social mobility, the A-P group 
had moved much farther upward in the 
class structure than the D-O group. 
Seventy-five percent of the A-P group had 
moved upward one or more classes from 
the positions occupied by their fathers, 
while only 40% of the D-O group had moved 
up. The A-P group had outdistanced 80% 
of their brothers and brothers-in-law in 
their ascent of the class ladder, while the 
comparable figure for the D-O group was 
30%. 


The A-P group were acutely aware of 
social stratification, and eagerly responded 
to questions on their notions of the deter- 
minants of social class. On the whole, the 
D-O group denied the existence of social 
class and tended to react with embarrass- 
ment when the question was brought up. 
Some of their responses to the question, 
“Are there social classes where you live ?” 
were : 
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“I'm not very class conscious” 

“I can’t say—only lived here a year” 

“I don’t like to think too much about 
this” 

“They're prejudices and biases from a 
bygone age” 

The predominant determinants of social 
class were given as money and family back- 
ground, and the predominant class self- 
placement was upper-middle class. 

The psychiatrists were all family men ; 
all were married. While only 2 of the 40 
parental marriages had been between 
spouses of different religions, 60% of the 
A-P group had made mixed marriages 
(mostly practitioners of Jewish origin to 
women of Protestant backgrounds ), as had 
40% of the D-O group (mostly Protestant 
men to Catholic women). Analysis of the 
class position of the wife’s family in the 
mixed marriages revealed that her family 
was one class above that of her husband’s 
but that her husband at the time of mar- 
riage had achieved a still higher class posi- 
tion than the wife’s family of orientation. 
In short, in these mixed marriages both 
husbands and wives were highly upward 
mobile. 

All the psychiatrists had high ambitions 
for their children. In the A-P group es- 
pecially there was commonly an intellectu- 
al conception of permissiveness in the 
supervision of their childrens’ careers, but 
the tendency to take charge and push 
could not be suppressed. For example, an 
illustrative response to the question “How 
much education do you want for your chil- 
dren ?” was “As much as they want; col- 
lege is a minimum.” Among those with 
children, over half in both groups planned 
to send or were sending their children to 
private schools. 

There was a marked contrast in political 
affiliation. Sixty percent of the A-P group 
were Democrats; the remainder had no 
affiliation. There was not a single Republi- 
can among the A-P psychiatrists. In the 
D-O group, 20% were Democrats, 30% were 
Republicans, and 50% had no affiliation. 

Neither group was accustomed to taking 
much part in community activities, and the 
psychoanalysts were the most isolated of 
all. Sixty percent had no memberships 
whatsoever, except for the necessary pro- 


fessional affiliations. The reasons given for 
non-participation in community organiza- 
tions were very similar : 

“T’'ve no interest” 

“I don’t have the time” 

“I'm not a joiner” 

Several state hospital psychiatrists stated 
that they would have been more active 
had it not been for their geographical 
isolation. 

Vacation and leisure-time patterns were 
consistent throughout both groups. Except 
for the D-O private practitioners, whose 
yearly vacation was 2 weeks in length, the 
average vacation was 4 weeks. At that, 
half of the psychiatrists were dissatisfied 
with the shortness of the vacation period. 
Leaving home during at least part of the 
vacation was a universal practice. Vacation 
and daily leisure-time activities and hobbies 
were plentiful and varied ; indeed, these 
activities appeared to be almost as form- 
alized as work schedules. 


COMMENT AND SUMMARY 


The basic purpose of this study has 
been to explore the profession of psychi- 
atry from the point of view of sociology, 
an area heretofore largely untouched. 
Much of the data is, we believe, of intrinsic 
interest. Some of the findings—whether on 
income, social class mobility, community 
affiliations, or various of the opinions held, 
for example—lead to further questions, and, 
perhaps, to future studies. Alfred North 
Whitehead has said that it is the first 
task of the scientist to ask the right ques- 
tions, and we hope we have come close to 
doing that. We have attempted to order 
the data as objectively as the material and 
the method allowed, and certain conclu- 
sions would probably meet with consider- 
able agreement. 

First, in this series, there appear to be 
distinct differences between the A-P and 
D-O groups of psychiatrists as persons, and 
a wide breach in their theory and practice 
of psychiatry. In other communities, in 
other regions, patterns of practice may 
vary. Psychiatrists with somewhat different 
backgrounds, outlook, and values—the city, 
county or state mental health officer, for 
example—may come into greater promi- 
nence. What is undeniable is that a com- 
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monly accepted and unified scientific psy- 
chiatry does not exist today. 

The data presented are subject to various 
inferences. That the directive psychiatrists 
state they like to see their patients im- 
prove, while the analytical oriented take a 
more intellectual stand, does not mean that 
the former are necessarily unscientific or 
that the latter are indifferent to their pa- 
tient’s welfare. Indeed, an intellectual, re- 
search-oriented approach is one of the 
major contributions of psychoanalysis. 
Other speculations might be made—that 
psychiatrists are upward mobile, but per- 
haps no more so than, say, lawyers or archi- 
tects or other physicians. We do not know ; 
data about this need to be collected. Simi- 
larly, keeping at a distance from community 
activities may be a necessity for some 
psychiatric research and practice, particu- 
larly psychoanalytic. It might be said in 
this connection that one cannot explore the 
caves of the unconscious and sit on the 
public green at the same time. 

A second conclusion seems permissible : 
The particular persons who become psy- 
chiatrists, and the organizational structure 
and belief systems which prevail in psy- 
chiatry will have a profound influence on 
the kind and quality of preventive pro- 
cedures and therapies. In psychiatry more 
than in any other branch of medicine it 
would seem appropriate to devote intensive 
study to the question, “Who become psy- 
chiatrists, and why ?” It would seem highly 
desirable as well to strive towards a con- 
ceptualization of theory and practice which 
would meet with wide acceptance. 

There are many areas of contrast between 
the analytically-oriented psychiatrists and 
their colleagues in private practice and in 
the public hospital who have a directive 
and organic orientation. The analytically- 
oriented psychiatrists, with few exceptions, 
are culturally and socially uprooted per- 
sons who are highly upward mobile. By 
this we do not mean to imply that they are 
displaced persons, but they have exchanged 
one cultural climate for another. They are 
far removed from their families of orienta- 
tion and their subcultures of origin. To 
these individuals, the relativistic and dy- 
namic concepts of psychoanalytic theory 
are most congenial. The D-O psychiatrists, 


on the other hand, have not travelled so 
long a road, and are more representative 
of the status quo and conservative elements 
in current medical practice. 

Concluding our remarks, we should like 
to comment on why we have not mentioned 
the so-called “eclectic” practitioner of psy- 
chiatry as a distinct category. We did not 
because we believe that he is the “rara avis” 
—the rare bird—of psychiatric practice. We 
are aware that there are practitioners, in- 
vestigators, and teachers in the psychoso- 
matic field who fall into this group. There 
are also some psychobiologists who could 
be classified as eclectics; but they are 
few. True, some of the pillars of the 
Meyerian Temple are still standing, but 
many of the followers of this great man in 
American psychiatry have joined one camp 
or the other. In most cases, the word 
“eclectic” is just a camouflage for a direc- 
tive-organic orientation ; some of these men 
are simply not well trained. In this respect, 
unfortunately, they are matched by some 
A-P practitioners. There is probably no 
clinical field in which ignorance can be 
more easily covered up than psychiatry. 
There are, nonetheless, psychiatrists—un- 
fortunately, only a handful—who have a 
title to the word, “eclectic.” We refer to 
them as “individualists.” These are the 
men who are well-trained in the essentials 
of our profession, but who have retained an 
independence and originality of thought 
which has not permitted them to join and 
conform. These men may master only one 
segment of the field—and who masters all 
of it today P—but they show tolerance for 
other theories and practices. Among them 
are men who are the hope of our profession, 
men who will build by their basic and 
clinical research a sturdy road towards a 
unified and scientific psychiatry. 
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FACILITIES FOR PSYCHIATRIC EDUCATION 
SURVEY OF PSYCHIATRIC DEPARTMENTS IN MEDICAL SCHOOLS *? 


KENNETH E. APPEL, M. D. anp MANUEL M. PEARSON, M. D.° 


The effectiveness of medical education, 
its subdivisions and specialities, involves 
many factors. Personnel, space facilities, 
financial resources or budgets are obviously 
of great importance. Hours afforded for 
medical instruction are extremely signifi- 
cant. The persons giving courses are im- 
portant so that students may identify with 
their attitudes, spirit and points of view 
or clarify their own. The attitudes of the 
rest of the faculty, of the non-psychiatric 
members, for example, are of great conse- 
quence because these help mould facilita- 
tions and resistances. The attitude of the 
administrative officers is tremendously 
meaningful. The apportionment of space, 
time, personnel and budgets are often un- 
voiced expressions of attitudes of encour- 
agement or disapproval, an atmosphere 
which students, colleagues at other uni- 
versities and fund-granting boards are not 
slow to see. 

This paper presents a survey of depart- 
ments of psychiatry in 30 medical schools. 
Its purpose is to discover what can be 
considered a standard, appropriate and 
realistic structure for a department of psy- 
chiatry in a medical school in the United 
States today. Such standards can be used 
as guides for plans for development of a 
modern department of psychiatry. 

Methods used in this study consisted of 
personal visits by senior staff members of 
the Department of Psychiatry of the Uni- 
versity of Pennsylvania, with departmental 


1Read at the 114th Annual Meeting of the 


American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958. 

2 This report contains the work of many men of 
the senior staff of the Department of psychiatry of 
the University of Pennsylvania ; especially Doctors 
Peltz, Holt, Ecker, Ewing, J. M. Myers, Emily 
Mudd and Morris. We are appreciative of the time 
and effort that were spent in making this work 
possible and especially are we grateful to the Chair- 
men and Deans of 30 medical schools who have 
contributed a considerable expenditure of time 
to make this study possible. 

8 Medical School, University of Pennsylvania, Phila- 
delphia, Pa. 
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chairmen and deans of other medical 
schools. Approximately one-third of the 
medical schools in the United States plus 
one in Canada were represented—a total of 
30. 

The essential data obtained include the 
budgets for medical schools and depart- 
ments of psychiatry, both including and 
excluding grants. It covers the number of 
teaching hours, the number of full-time 
and geographical full-time men on the staff, 
the number of volunteers, of residents, of 
beds available and used for teaching in 
the teaching hospitals, the number of beds 
in the - affiliated hospitals, the research 
staffs and the budgets for research. Table 1 
presents this summarized information. The 
medical schools are codified to hide their 
identity. Although figures were obtained 
from 30 medical schools, they are given 
for only 28 in the summary table in order 
to preserve anonymity. In 60% of the 
schools, both deans and professors and 
chairmen requested that their schools not 
be identified. 

Since many officials do not like their 
figures made public for definite and valid 
reasons, the only way we were able to get 
them was by guaranteeing anonymity. 
Questionnaires were filled out in the per- 
sonal interviews. The cooperation we re- 
ceived was surprising. The findings, taken 
in detail under the headings listed in the 
summary sheet, are as follows. The detailed 
tables represent 28 schools. 


TABLE 2 

ToraL MeEpicaL ScHooL BupDGETs 

TableA Table B 
Excluding Grants Including Grants 
Number of Number of 
Schools ML Schools 

7 under 1 2 
10 1-2 5 
8 2-3 7 
2 3 4 
1 information 6 
incomplete 1 
2 
1 


information 
incomplete 
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Table 2 shows the total medical school 
budgets—Table A excluding grants, Table B 
including grants. Excluding grants, budgets 
run from less than 1 million up to 3 million 
dollars. Including grants they range from 
under 1 million to 7% million dollars. 


TABLE 3 
A. ProporTION oF MEDICAL SCHOOL BUDGET 


To Psycuiatry ExcLupinc GRANTS 
Number of Percent of Number of Percent of 
Schools Total Budget Schools Total Budget 
10 0-4 18 0-9 
8 5-9 4 10-19 
3 10-14 2 20-29 
1 15-19 3 30- 
1 20-24 1 information 
1 25-29 incomplete 
3 30- 
1 information 
incomplete 


Table 3 shows in summary the propor- 
tion of the medical school budget to psy- 
chiatry, excluding grants. (Eighteen schools 
have up to 10% of their medical school 
budget devoted to psychiatry, 6 schools 
from 10 to 30%, and 3 schools 30% or more. ) 


TABLE 4 


B. Proportion OF MEDICAL SCHOOL BUDGET 
TO INCLUDING GRANTS 


Number of Percent of Number of Percent of 
Schools Total Budget Schools Total Budget 
5 0-4 12 0-9 

7 5-9 6 10-19 
3 10-14 6 20-29 

3 15-19 3 30- 
3 20-24 1 information 
3 25-29 incomplete 
3 30- 
1 information 

incomplete 


Table 4 shows in summary similar figures, 
including grants. (The right hand column 
shows that 12 schools have up to 10%, 12 
schools have between 10 and 30%, and 3 
schools have 30% or more of their budget 
devoted to psychiatry. ) 

It is of special interest to note that the 
percentage of the total budget for psy- 
chiatry rises when grants are included. This 
could be expected because grants are avail- 
able to them for training, teaching, service 
and research. It would appear that psy- 
chiatry in general seems to be proportion- 


ately more dependent on grants for its 
budgets than on medical school funds. 


FACULTY 
TABLE 5 
SumMMaRY OF STAFF 


Number Full- Geograph- Part- Volunteer 
of Time ical Time 
Staff Full- 
Time 

0 10° 8 4 4 
1-5 6 5 4 1 
6-10 3 4 6 1 
11-15 3 3 0 3 
16-20 1 3 1 1 
21-25 1 2 3 
26-30 1 1 1 
31 & over 3 6 
Information 

incomplete 3 2 6 12 


* Entrees represent number of schools. 


Table 5 shows the staff of the depart- 
ments of psychiatry divided into full-time, 
geographical full-time, part-time, and 
volunteer. Full-time faculty range from 0 
to 26, geographical full-time range from 
0 to 27, part-time faculty range from 0 to 
81, and volunteers range from 0 to 60. 


TABLE 6 

A. BEDS IN B. RESIDENTS 
TEACHING HOSPITAL 
Number of Numberof Numberof Number of 

Schools Beds Schools Residents 

3 0 2 

7 1-49 9 1-14 

8 50-99 8 15-29 

4 100-149 6 30-44 

5 150 & over 2 45 & over 

1 information 1 information 

incomplete incomplete 


Table 6 shows the number of beds avail- 
able at teaching hospitals of the medical 
schools. In the teaching hospitals, beds run 
from 0 to 848 ; when affiliated hospitals are 
added, the range is from 0 to 12,177. 


RESIDENTS 

Table 6 also shows the number of resi- 
dents in various psychiatric faculties. (Two 
faculties have no residents. Of the 28 
schools reported, 16 have over 15 resi- 
dents. ) 


TEACHING 
The number of hours devoted to the 
teaching of psychiatry in 28 medical schools 
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varies from 135 to 500. Seven medical 
schools have under 200 hours, while 8 have 
400 or more. The type of teaching is ob- 
viously very important and varies greatly. 
There is an increasing tendency to teach on 
medical and surgical wards and this is often 
not indicated in the catalogue number of 
hours devoted to psychiatry. In one medical 
school the hours have increased from 32 to 
280 in 25 years. This is a general tendency 
in the country. However, in this school, 
even with such an increase, only 5% of the 
total teaching hours is devoted to psy- 


chiatry. 
RESEARCH 


The number of men involved in research 
in the various psychiatric faculties varies. 
Four medical schools studied had no full- 
time men in research. One school said re- 
search was a very major activity of all the 
staff. At one important school all the re- 
search men are full-time. As for budget, 
3 schools have no budget for research, as 
is shown in Table 7. Five schools have 


TABLE 7 

RESEARCH BUDGET FOR PSYCHIATRY 

Number of 

Schools Budget 

0 

1-99 M 
100-199 M 
200-299 M 
300 M & over 
5 information 


incomplete 


budgets from $300,000 to $800,000 for 
research. 

Information from The National Institute 
of Mental Health (1957) presents a de- 
sirable and realistic structure for a depart- 
ment of psychiatry in a modern medical 
school. The budget of such a department 
as they depict it is $200,000 ; and if 20 to 
30 residents are added, it is $300,000. This 
does not include research, which, of course, 
is highly recommended. (See Table 8.) Of 
6 well known departments of psychiatry 
in our survey (as shown in Table 1), 5 met 
this recommendation having budgets from 
$200,000 to $321,000 without grants. 

Highlights from the survey are the fol- 
lowing : 

1. Nearly all medical schools have beds at 


their teaching hospitals—from 25 to over 
100. 

. The nucleus of full-time or geographical 
full-time men run from 4 to 8 to 10. 

. This nucleus of full-time men (mostly on 
hard money) is guaranteed by the ma- 
jority of the schools. 

. Many schools have a large number of 
residents : 13, 20, 40, 50. 

. The progressive schools are emphasizing 
research and are conducting important 
research programs. 

. The progressive schools are devoting an 
increased number of teaching hours to 
psychiatry. 

. They are depending more on full-time 
men than volunteers for teaching. 

. Many schools either have private pa- 
tient fees turned into the departmental 
budget or, in the case of low salaries, 
they permit the staff to collect their own 
fees with office space in the clinic or 
hospital where they do their teaching, 
training and research. In many cases the 
University Hospital supplies the space 
and secretarial services. 


PUBLIC HEALTH IMPLICATIONS 


There is a public health aspect to this 
which is illustrated in Tables 9 and 10. 
These tables show that three-quarters of the 
schools in an important economic and medi- 
cal area had 6 or fewer beds in psychiatry, 
and half had less than 3 residents in psy- 
chiatry. In this area studied only 45 of 
3,043 teaching hospital beds were for psy- 
chiatric patients. 

In one medical area with the second or 
third highest concentration of medical 
schools and medical students in the country, 
the budgets contributed in hard money by 
the medical schools averaged $29,500. 

If 49% of the total hospital beds of the 
country are devoted to psychiatric illness, 
if 20 to 30% of the practice of medicine has 
to do essentially with emotional and per- 
sonal factors, if 4.5% of doctors are psy- 
chiatrists and supposed to look after psy- 
chiatric problems of 170 million people, if 
in the course of life of an individual today 
(70 years) between 8 and 12 million people 
will be hospitalized in psychiatric hospitals 
(larger than many European countries )— 
this is the “mental illness—out of work— 
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1. Professor and chairman of department (executive officer) 

2. Professor 

3. Associates (one of these should be a child psychiatrist) 

4. Assistants 

5. Social scientist, level of an associate professor 

6. Instructors 

7. Clinical attending psychiatrists (these are part-time in- 
dividuals employed at a_ specified salary, recruited 
from the outstanding psychiatric leadership in the 
community ) 

8. Clinical psychologist, associate professor or professor 
range 


9. Clinical psychologist, assistant professor 

10. Psychiatric social worker, associate professor 

11. Psychiatric social worker, assistant or instructor rank 

12. Non-professional personnel, including secretarial, clerical 
and other technical assistants 

13. Total over-all minimal cost—$200,000 

14. With resident program—add $100,000 

15. Should train 20 to 30 residents 


TABLE 9 


A B 


Medical School or Center 
1. Number of beds in psychiatry in 
teaching hospital at medical school 6 25 
2. Number of outpatients that are 4,044 350 
seen per year at medical school 
. Visits per year of outpatients at 13,291 2,053 
medical school 
. Number of residents in psychiatry 5 2 


TABLE 10 
. Number of beds/Psychiatric beds 


PsyCHIATRY DEPARTMENT FOR MEDICAL SCHOOL oF 400-500 STUDENTS 


PsYCHIATRIC FACILITIES IN AN IMPORTANT ECONOMIC AND MEDICAL AREA ® 


807/6 860/25 501/12 
. In area studied, of 3,043 beds there are only 45 psychiatric beds in teaching hospitals. 
. U.S. Public Health Service recommends a ratio of 1 psychiatric bed to every 10. 

. Eighteen psychiatric residents (some part-time) in teaching hospitals of medical schools. 

. Several medical school teaching hospitals in other areas have 40 or more residents each. 
Two medical schools in related areas are not included : one well supported in psychiatry and the other not. 


Number of 
Staff Salary 


Positions 

1 

1 15-20,000 

2 12-15,000 ea. 

2 10-12,000 ea. 

1 8,000 

2 8-10,000 ea. 

8 2,000 ea. 

1 8-10,000 

2 6- 7,000 ea. 

1 7- 8,000 

4 6- 7,000 ea. 
30,000 


Cc D E 


12 0 0 
480 335 150 


3,091 4,000 500 2,500 


7+ 0 0 


100/0 568/0 207/2 


2 
250 


2 
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economic load” our country will have to 
carry. If many medical schools are giving 
10% or less of their budgets to psychiatry 
(grants excluded ), if many medical schools 
are devoting only 5 to 8% of their curricu- 
lum hours to teaching psychiatry, if a 
considerable number of schools have in- 
adequate teaching beds and teaching per- 
sonnel, if many schools have such inade- 
quate personnel for teaching that there is 
little or no time left for research, then the 
question arises as to whether medical stu- 
dents in large areas of the country are not 
being short-changed or deprived of a fund 
of knowledge and training important for 
the practice of medicine, and whether many 
communities are not needlessly deprived of 
modern psychiatric treatment. As Woodger 
(1) puts it: 


We have two states of affairs : a medical train- 
ing which is overwhelmingly physical, and a 
sick population containing a high proportion 
of cases which are not classified as physical. 
The possibility suggests itself that this high 
proportion of mental illness may not be al- 
together unconnected with lopsidedness of the 
doctor’s training. Otherwise, it would be sur- 
prising that a type of illness which occupies 
so little of the time of training should in fact 
form a large proportion of all sick people. 


He quotes M. Balint as follows : 


It is generally agreed that at least one-quarter 
of the work of the general practitioner consists 
of psychotherapy pure and simple. Some in- 
vestigators put the figure at 50% or even 
higher ; but, whatever the figure may be, the 
fact remains that the present medical train- 
ing does not properly equip the practitioner for 
at least one-quarter of the work that he will 
have to do. 


With regard to how basic funds or hard 
money are raised, the information can be 
summarized most strikingly in 3 sentences : 
1, Over half the chairmen were not ex- 

pected to raise hard money (items 2, 

3, 4). 

2. Half the departments reported there 
were University administrative officers 
who were expected to raise funds for 
basic budgets and provide adequate 
space. 


3. The majority of departments needed 


funds from outside grants. 


The impression of the head of a pro- 
gressive department is quoted as follows : 


I am expected and it is necessary that I 


1. Administer the department, promote 
funds 


2. Plan and supervise buildings, addi- 
tions and alterations. 

3. Teach and be responsible for the en- 
tire educational program from the first 
year of medicine through the fifth 
year of residency as well as for psy- 
chologists, social workers, nurses, social 
science students and part-time psy- 
chiatrists. 

4. Stimulate, promote funds for, plan and 
build buildings for, staff and administer 
research. 

5. Earn from private practice. 

In addition to the above, of course, I am ex- 
pected to take active part in medical school, 
university, state and national committees and 
societies and to publish papers. The expecta- 
tions today are not only impossible but un- 
realistic. The development of a business man- 
ager and an assistant is a step in the right 
direction so that the chairman is not afflicted 
with “everything-itis.” Actually, people are 
selected to head departments today theoretical- 
ly to give academic and research leadership 
and are immediately buried in a mountain of 
administrative detail which absorbs so much 
energy that the major functions mentioned 
above become impossible. 


CONCLUSIONS 


1. There is great variation in support of 
psychiatric education and community serv- 
ice by medical school facilities. This ranges 
from superb with 17 full-time teachers, 100 
to 200 beds in teaching hospitals, one-half 
to nearly a million dollars for research, and 
40 residents at one medical center ; to poor 
with no beds in a teaching hospital, no 
full-time men on the faculty, no funds for 
research, 7 to 20 thousand dollars hard 
money from the medical college to the de- 
partment of psychiatry, and no residents. 

2. Psychiatric education and medical 
education are not able to keep up with 
community demands for psychiatric treat- 
ment—the newer drugs notwithstanding. 
The responsibility for this is multiple: a 
small number of psychiatrists (10,000), 
much inadequate training in psychiatry for 
physicians in general, inadequate psychi- 
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atric leadership in many schools, deficient 
budgetary and space resources, negative 
attitudes toward psychiatry on the part of 
many medical men and administrators, in- 
ordinate claims of results compared with 
fulfillment in some areas of psychiatry, lack 
of community demands and support for 
better psychiatric education in many medi- 
cal schools. 

3. The lack of opportunities in many 
medical schools for adequate psychiatric 
training has in part led to: (a) the de- 
velopment of a demand for psychotherapy 
from non-medical people. (b) the develop- 
ment of psychoanalytic training outside of 
the medical schools. 

4. In many schools, departmental and ad- 
ministrative functions swamp psychiatric 
leadership and creativity. 

5. In many medical schools students are 
deprived of psychiatric knowledge and 
training important for the practice of medi- 
cine through lopsided medical training 
which disproportionately emphasizes the 
physical when a high proportion of the sick 
population are not classified as physical. 

6. There is inadequate communication 


between departments of psychiatry through- 


out the country in respect to facilities, 
budgets, procedures and standards, includ- 
ing specific sources of income for staff mem- 
bers. 

7. There is a general lack of information 
concerning the overall aspects of medical 
education and the proportionate part of 
this borne by departments of psychiatry. 

8. Medical schools which have partici- 
pated in this survey now have available to 
them comparative information regarding 
their own facilities and those of other 
departments. 

9. Research activities and budgets in de- 
partments of psychiatry vary greatly from 
none to outstanding programs. 

10. Finally, this study suggests the de- 
sirability that teachers, educational direc- 
tors and medical school administrators 
come together for conference to discuss 
medical education, psychiatric education 
and training, and community service in 
which billions of dollars are involved. 
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UNITY AND DIVERSITY OF SCHIZOPHRENIA : 
CLINICAL AND LOGICAL ANALYSIS OF THE CONCEPT OF 
SCHIZOPHRENIA * 


HENRI EY, M.D.? 


TRANSLATED BY Bruno Ruepa, M.D. anp THomas B. 


The definition of schizophrenia depends 
naturally on its delimitation, and its de- 
limitation depends on its definition. It is 
so for this concept as for all others, and 
it is a question of replying at the same 
time by induction and by deduction to the 
empiric and logical necessities of the 
validation of the concept. We will there- 
fore examine methodically : 

1. The mass of facts (the material to 
classify, which poses the problem). 

2. The problems of the differences which 
separate the facts or of the resemblances 
which bring these facts closer to the 
general idea which they present (in other 
words, what diversities the concept will 
admit without its unity being compro- 
mised ). 

3. The probiem even of the definition 
of schizophrenia regarded as a species 
distinct from other species of the same 
genus. Without doubt, it is dangerous 
to attempt thus to introduce too much 
geometry into the clinical mind; but it 
appears to me indispensable, in order to 
inject a bit of order into the present dis- 
order, to envisage this problem of classi- 
fication, of definition, of extension and of 
comprehension of the concept with a cer- 
tain logical rigour. I ask you to permit 
me, who am French, to be, for once, 
Cartesian | 


INVENTORY OF CLINICAL MATERIAL 


My logical analysis, therefore, will rest 
first on the clinical material which forms 
the basis of my experience. This experi- 
ence I have acquired since 1933 in the 
same hospital service (women’s ward). 
I have already published in 1938*% with 
Mrs. Bonnafous-Serieux, the first statistics, 


1 Presented at the Symposia in the International 
Congress at Ziirich, Sept. 23, 1957. 

2 H6épital Psychiatrique, de Bonneval, France. 

8 Annales Medico—Psychologiques 1938. 
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dealing with 128 cases. The present statis- 
tics deal with 344 cases observed personal- 
ly over a period of 12 years, and including 
at least 5 years of catamnestic recession. 
These cases have been chosen without 
any preconceived idea other than to make 
a statistical group, presenting the mass of 
dementias precox or of schizophrenias ac- 
cording to the most classic or to the most 
widespread notions. 

In order to understand the table which 
summarises these statistics, it is necessary 
to explain the background in which I have 
placed myself in order to establish them. 
I have simply followed the historic path 
of the evolution of the concept. Kraepelin 
began with the severe forms and thos2 
leading more or less rapidly to dementia 
(hebephrenia, catatonia and paranoid 
dementia ). Therefore, I have grouped first 
under this heading of “severe forms” the 
cases which seemed to me best to corres- 
pond with the Kraepelinian description. 
I added afterwards, following the research 
and analyses of Bleuler and various con- 
temporary schools, a large number of 
cases which, without ending in dementia, 
are characterized by an autistic disintegra- 
tion of the personality. Since this form of 
disintegration seemed to me the most fre- 
quent, as well as the most typical subject 
of clinical, psychopathological and pheno- 
menological contemporary analyses, I have 
designated these cases under the heading 
of medium forms. ; 

Finally, I have been forced by the 
clinic itself to add‘ to these first two 
groups, 3 other groups of cases which 
effectively pose the problem of their be- 
longing to the first two groups. 

1. The delusional marginal forms which 


4Or more exactly to notice myself that of the 
344 cases of D.P. or schizophrenia in the classic 
meaning, a certain number pose 3 problems of 
delimitation. 
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pose the problem of delimitation of the 
schizophrenic group with regard to the 
other chronic delusions. 

2. The marginal schizoneurotic forms 
which pose the problem of delimitation of 
the minor schizophrenias with regard to 
the neuroses. 

3. The acute or cyclic forms which pose 
the problem of delimitation of schizo- 
phrenia (defined previously as a form of 
chronic and progressive psychosis) with 
regard to those psychoses which are neither 
chronic nor progressive. 

1. Severe forms, Kraepelin 
type (Hebephrenias 26,—Hebe- 
phrenic-catatonic 32,—Paranoid 
dementias 16) 74 21.7% 

2. Medium forms, Bleuler 
type (Paranoid psychoses with 
chronic autistic disintegration 
with typical Defekt ) 

3. Delusional marginal forms, 
(Systematized and fantastic de- 
lusions without marked disinte- 
gration ) 


4. Marginal schizoneurotic 


forms, (Minor schizophrenias, 
“Pseudoschizophrenic neuroses”) 43 12.5% 


.. 19 22.6% 


344 


5. Acute or cyclic forms .. 


This table summarizes the entire history 
as well as the problem of the definition and 
of the delimitation of the concept of schizo- 
phrenia. It indicates clearly that the central 
nucleus of the group is constituted by the 
124 cases which correspond to the medium 
forms and by the 74 cases which constitute 
the severe forms. These are in effect the 
cases which, I think, all psychiatrists would 
be unanimous in designating as “true 
schizophrenias.” The cases which I desig- 
nate as medium correspond to a medium 
impoverishing disintegration (Defekt) (dis- 
sociation, disturbances of thought and 
speech, primary signs of the Bleulerian 
description), and to the constitution of an 
autistic delusional world, with its hal- 
lucinations, its magical concepts, the al- 
terations in the system of the personality 
and its world. 

The severe forms which Kraepelin was 
the first to describe, seem to constitute only 


complications or aggravations of this 
medium form; in effect, they all passed 
through this “medium” type at the begin- 
ning of their evolution. This degree of 
severity comes from the evolutionary po- 
tential proper to the illness or also from 
bad conditions of therapy and care. 

Here I may indicate : 1. That these forms 
represent only 28% of the group of schizo- 
phrenias evolving in my service during 
12 years since 1938, while they represent 
38% of the cases evolved between 1924 
and 1938; 2. That the total number of 
schizophrenic patients in my service has 
diminished by 50% during the last 20 years. 
This difference in severity gives to the 
central group the general sense of a pro- 
gressive deterioration, without dividing it 
into distinct species. 

As for the other case groups (24 cases 
of systematized or fantastic delusions with- 
out notable defect alteration, 43 cases 
posing an extremely delicate problem of 
diagnosis between schizophrenia and neu- 
rosis, and 79 cases of single or multiple 
crises posing the problem of their inclusion 
as schizophrenias ), they constitute margin- 
al or problematic forms with relation to 
the central group. It is definitely with 
regard to these cases that the classical 
discussions have been held in the schools 
of psychiatry during the last 50 years, 
and that clinical discussions are held among 
us every day concerning the diagnosis and 
prognosis of our patients. 


WHICH ARE THE CLINICAL FORMS THAT DO OR 
DO NOT ENTER INTO THE CONCEPT OF SCHIZO- 
PHRENIA ? 


If from the beginning, we restrict our- 
selves logically to the consideration of the 
central group, the clinical nucleus which 
represents the “significant content” of the 
concept of schizophrenia in the strict sense 
(corresponding to 58% of the 344 cases 
closely grouped as a first approximation of 
the problem), then we must ask ourselves 
if in this group there are distinct species, 
or if it is merely a question of varieties 
within the same species. 

We must first specify that until the 
present time nothing has appeared to con- 
tradict what E. Bleuler wrote (and con- 
firmed in his famous revue générale of 
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schizophrenia in 1950 by M. Bieuler) : 
the idea of attaching “schizophrenia” to 
a specific somatic process is scarcely ten- 
able. It seems that the same is true of the 
idea of a genotypical affection in the sense 
of Rudin and Luxemburger. The conclusion 
then is, that whatever may be the eventual 
discoveries which one day may permit the 
attachment of schizophrenic evolution 
either to hereditary-degenerative affections 
or to some endocrine illness, etc., we must 
first of all consider the schizophrenic psy- 
choses (as all mental illnesses) on an 
essentially clinical plan and outside of 
every etiopathogenic prejudice. Schizo- 
phrenia is not a simple non-specific syn- 
drome nor a simple reaction (A. Meyer and 
Hoche), but a clinical form, a semeiologi- 
cal complex which has a structure and an 
evolution typical enough to have its place 
—not in a nosography of entities or a 
pathology of specific affections—but cer- 
tainly in a clinical classification sure 
enough and clear enough to pose correct- 
ly the problems of diagnosis and prognosis 
among the morbid genera and species.° 


WHICH ARE THE CLINICAL FORMS SUFFICIENT- 
LY SIMILAR TO ENTER INTO THE CONCEPT OF 
SCHIZOPHRENIA ? 


This question reverts naturally to the 
question of whether the various clinical 
tables which fit more or less well into the 
comprehension of the concept are hetero- 
geneous or of the same nature, with rela- 
tion to the central group. Let us look at 
the evidence derived from our own ex- 
perience with the sub-groups on our central 
group as we have just defined it above. 

The central group includes, 1. The severe 
forms (hebephrenia, catatonia, paranoid 
dementia of Kraepelin) with rapidly im- 
poverishing evolution (74 cases)—and 2. 
The medium paranoid form characterized 
by a state of disintegration typical of 
schizophrenic dissociation (124 cases). 

Since Bleuler, indeed, the most typical 
are not the severe forms with a large 
terminal deficit ; for the center of gravity 


5A more extensive discussion of the concept of 
schizophrenia is to be found in my articles on this 
pointe in Traité de Psychiatrie de 1|'Encyclopédie 
Médico—Chirurgicale—Vol. I. 


of the group, let us recall, is displaced 
toward those cases in which hallucinatory 
delusions, disturbances of thought and 
language, represent a rupture of existential 
communications and a fall into an imagi- 
nary world. 

We must first ask ourselves if the severe 
forms and the medium form constitute 
different species. Certain authors (Claude, 
Berze, Kahn, etc.) have attempted to dis- 
tinguish these two groups of cases in 
opposing the symptomatic and acquired 
demential character of the severe forms, 
to the non-demential, constitutional en- 
dogenous and reactional character of the 
medium forms. But I do not think (in the 
light of my own clinical material) that 
this fundamental distinction imposes it- 
self, for there are analogies and even an 
identity of structure between the severe 
and the medium cases. One thing alone 
separates them, namely, the rapidity and 
the depth of the rupture of communication 
with others. The clinic teaches us, in fact, 
that the severe forms begin with the symp- 
tomatology which characterizes the medium 
form, and that in the long run the medium 
form sometimes arrives at a terminal stage 
analogous to that which the severe forms 
attain more rapidly. Let us recall moreover 
that what Clérambault called the law of 
age and massivity governs precisely the 
evolutionary potential of the psychosis 
(the average age of its beginning is 21 
years for the severe forms and 27 years 
for the medium form). 

As for the second aspect of the problem, 
that of the profound differences which 
separate the various hebephrenic, catatonic 
and paranoid clinical pictures, I must say 
that the time appears to have passed for 
researcn of particular symptoms (catatonic 
symptoms, of mimic, thought, affectivity, 
etc.) which characterized some species of 
distinct illnesses in the family of schizo- 
phrenic affections. 

I must state my position with regard 
to the deep semeiological studies and the 
ingenious interpretations which we owe to 
Kleist and his school (Leonhard, Faust, 
Meyer), and which have been confirmed 
by Knauf and Sarro Burbano (1950). 

I have tried to classify the terminal 
stages of 100 schizophrenias in my clinic 
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according to the criteria of Kleist and his 
school. 
Catatonic Forms (18%) 
. Manierism type 
. Parakinetic type 
. Negativistic type 
. Parakinetic 
. Hypophemic type 
. Paraphemic type 


| 


Hebephrenic Forms (16%) 
1. “Lappissche hebephrenia 
2. Depressive and bizarre 
3. Apathic 

4. Autistic 


| 


Forms with l1deo-Verbal Incoherence (17%) 
1. Paralogic 6 
2. Incoherent 

3. Schizophasia 


Paranoid Forms (48%) 
. Phantasiophrenia 
. Progressive confabulosis 
. Progressive somatopsychosis 
. Progressive hallucinosis 


. Expansive 


But I must point out that even if the 
terminal stages can be fairly well dis- 
tributed among these various headings (al- 
though more than 30% could enter under 
several headings), the evolution of the 
psychosis has not always been the same 
for each of these terminal stages. I think 
that if the terminal forms resemble one 
another and if each one is, so to speak, 
specialized or stereotyped in a rather 
characteristic clinical picture, it would be 
misleading, in the present state of affairs, 
by reason of the multiple mixed forms and 
the diversity of the stages of the illness, to 
see there any very distinct species. I would 
further point out that the delusional para- 
noid forms constitute 48% of these terminal 
stages. 

In conclusion, I must say that the differ- 
ences between all these clinical pictures 
which form the “group of schizophrenias” 
strike me less than the resemblances, for 
in the end, these “species” combine and 
are transformed as if they were truly of 


the same family and the same species. 

We must consider also a related problem, 
that of the “simple schizophrenias.” In my 
statistical material they are counted either 
in the hebephrenic group (simple de- 
mentia) or in the group of “minor forms.” 
But, I know of not a single case where 
under this apparent simplicity I have not 
been able to reconstruct either in the 
initial development of the psychosis or 
even in its actual infrastructure the funda- 
mental disturbances of delusional autism. 

Thus our conclusion will be categorical 
concerning the problem of the sub-groups 
or species of schizophrenias ; it is a ques- 
tion simply of varieties of evolution or of 
symptomatology which form in fact the 
group of schizophrenias, but do not affect 
the unity of the species. What has been 
regarded as differences in nature are noth- 
ing more than differences of degree or of 
phase in the evolution of the “schizophrenic 
psychosis.” Therefore, we can now ap- 
proach with greater confidence the ex- 
amination of the second point. 


WHICH ARE THE CLINICAL FORMS THAT RE- 
SEMBLE SCHIZOPHRENIA, BUT WHICH CAN BE 
DISTINGUISHED FUNDAMENTALLY ENOUGH 80 
THAT THEY CANNOT ENTER INTO THE CON- 
CEPT OF SCHIZOPHRENIA ? 


It is a question here of the “borderlines,” 
the Grenzgebiete of schizophrenia, these 
clinical forms which are disputed as to 
whether or not they must be included in 
the group of the schizophrenic psychosis. 

Of our 344 observations, 144 (approxi- 
mately a third) pose this problem. In 
other words we call “schizophrenias” (or 
if you wish, true “schizophrenia”) only 
198 of our 344 cases. What, therefore, are 
the other 144 cases, and why are we re- 
luctant (we and, I believe, most of the 
authors who are really familiar with the 
total clinical mass which poses this prob- 
lem) to include them in the definition of 
the concept of schizophrenia? They are 
divided into 3 groups, each of which poses 
in effect a distinct problem as regards the 
delimitation of the domain of schizophrenia. 


DO ALL CHRONIC DELUSIONS ENTER INTO THE 
CONCEPT OF SCHIZOPHRENIA ? 


We have grouped 24 cases which consti- 
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tuted delusional “marginal forms” of 
schizophrenia.® That is, these cases in their 
total semeiology (hallucinations, delusional 
ideas, interpretative conception, delusional 
intuition, syndrome of mental automatism 
of Clérambault, etc.) resemble in effect 
the typical forms of schizophrenia. They 
resemble them to such an extent that since 
Kraepelin and Bleuler, most authors (ex- 
cept in France), discouraged by the 
subtlety of the diagnosis, have elected to 
include them all. Nevertheless, I think, 
with my French colleagues in general, that 
these forms of systematized delusions, para- 
noias, chronic hallucinatory psychoses with 
systematic evolution, etc., constitute one of 
the types of chronic delusion which do 
not enter into schizophrenia. Having per- 
ceived—as I have just done in the dialectic 
movement of this demonstration—that 
schizophrenia was defined in and through 
its central nucleus as a deficitary and pro- 
gressive psychosis which, even when it 
does not attain the demential deficit, leads 
to a progressively closed form of existence, 
we can no longer call “schizophrenic” those 
delusions which have, so to speak, a dif- 
ferent evolution, sense and destiny. 

It is proper in this regard to distinguish 
two important extra-schizophrenic forms of 
chronic delusion : the systematized and the 
fantastic delusions. 

The systematized or paranoid delusions 
are characterized by the formula of Krae- 
pelin (development in order and clarity). 
These are the delusions which Jaspers 
considered as developments of the per- 
sonality. In France 3 varieties are classical- 
ly described: delusions of passion, de- 
lusions of interpretation and_ ‘ronic 
hallucinatory psychoses with systematic 
evolution. They are formed of sentiments, 
faulty perceptions, hallucinations, illu- 
sions, intuitions or convictions which form a 
fixed system. Their phenomenology is that 
of a romantic theme sometimes reduced to a 
simple formula and properly “monomaniac” 


6In our total statistical material, we have much 
more among these cases (about 120). But as I began 
from a “schizophrenic group” excluding by defini- 
tion the systematized delusions and the paraphrenias, 
the cases entering in our statistic here show only 
the need of being pointed out, not at all their natural 
percentage. 


(erotomania, jealousy, persecution, am- 
nesia for marriage and children, etc.). 

The fantastic delusions which corres- 
pond to the concept of paraphrenia are 
characterized by a large mass of delusional 
ideas, and of hallucinations which form a 
myth juxtaposed to reality. 

In both cases these delusions, which may 
hinder only a part of reality (paranoia) 
or may superimpose themselves on reality 
(paraphrenia), leave intact the relations 
of the Self and of the World at the level 
of “daily” existential relations. It is in this 
sense that one may say of these patients 
that they suffer from no intellectual deficit 
and no disintegration of the basic system 
of reality. 

In thus showing how they are not schizo- 
phrenic, we define a bit more exactly 
schizophrenia as a pathological form of 
existence which alters a person to the point 
of constituting a progressive rupture with 
reality. It is in the measure that these 
delusions are different from that progres- 
sive regression that they do not enter into 
the concept of schizophrenia. But since it 
happens that the structure of these de- 
lusions modifies itself and that a system- 
atized delusion, for example, falls into 
disintegration, or that on the contrary a 
fantastic delusion emerges from a schizo- 
phrenic psychosis, one understands that 
these delusions can not be radically sepa- 
rated from schizophrenia. We shall see 
later that the most correct way of regard- 
ing their interrelationships is to consider 
them (schizophrenia, pararioia and para- 
phrenia) as species of a genus, that of the 
chronic delusions. 


DO THE MINOR OR SCHIZONEUROTIC FORMS 
ENTER INTO THE CONCEPT OF SCHIZOPHRENIA? 


We are all familiar with the problem of 
the schizoid “neurotic” individual. He pre- 
sents a clinical picture which is obses- 
sional, hysterical, hypochondriacal, etc. 
These symptoms tend to progressively cut 
him off from social life and to express 
deep affective conflicts. Such are the 4 
practical criteria which make us think on 
the one hand that it is a neurosis (affective 
backwardness, abnormal character, con- 
version symptoms or compulsion symptoms, 


etc.), and on the other hand that it is a 
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minor schizophrenia (tendency to rupture 
with reality and to dissociation). 

Let us add that to these “macroscopic” 
clinical signs are added theoretical and 
doctrinal considerations (developed spe- 
cially in the Anglosaxon and psychoanalyti- 
cal schools). The result is that first the 
pseudo-neurotic aspects of the  schizo- 
phrenic “borderlines” (affective schizo- 
phrenias, schizoses), later the neurotic as- 
pects of the schizophrenias themselves, 
considered as narcissistic neuroses, have 
imposed more and more the idea that the 
center of gravity of the problem should be 
displaced not only from Kraepelin to 
Bleuler, from dementia to dissociation, but 
from Bleuler to Freud, from autistic dis- 
sociation to sociopsychogenic neurosis. Such 
is, in fact, the present state of these prob- 
lems. 

In my statistics, the cases which have 
posed this problem are rather few (12.5% 
—and if I count only those cases which I 
have observed since 1938, when we began 
to receive many more neurotics, 27%—a 
proportion which Cabaleiro Goas also in- 
dicates in his monograph). 

Naturally, everything depends, for the 
appreciation of these percentages, on the 
“schizophrenic” nature of these neurotic 
and schizoneurotic forms, and on the sub- 
jective appreciation of each observer in 
the domain of his own definition. 

But since we are in the act of searching 
for an “objective” definition which can be 
accepted by all or even which must impose 
itself on all, we must distinguish that which 
in this group of cases conforms to the con- 
cept of schizophrenia as it is progressively 
exposed to our eyes in this discourse, and 
that which is distinct from it. 

The neurotic cases which form this mar- 
ginal region of schizophrenia are cases 
in which the schizoid character is nearly 
constant, and in which the conflicts and 
the defenses against anxiety lend to the 
clinical picture a character of ambivalence 
and magical thought which approach de- 
lusion (sentiments of depersonalisation, of 
ascendancy, of possession, ritual or bizarre 
acts, etc.). 

But, on the other hand, these cases have 
only the appearances of schizophrenia, 
since : 


1. There is no delusion, the reality 
either experienced or thought being altered 
only “metaphorically” and symbolically—a 
clinical trait which is recognized in the 
“theatrical” and artificial expressions of 
acts, of ideas and of sentiments of the 
neuroses. 

2. The possibilities of interhuman rela- 
tionship and of rapport with reality exist 
and permit, notably, psychotherapeutic 
relations. It is this which indicates to psy- 
choanalysts that the ego remains fairly 
strong or is not psychotic. 

3. The affective structure of the dis- 
turbances is fundamental and can be re- 
duced in each particular case to a conflict 
or a typical affective complex which con- 
stitutes the nucleus of the neurosis. 

4. The evolution is not progressive and 
does not lead to autistic disintegration. 
These criteria, without doubt, are not all 
easy to grasp in the clinic, but they can 
constitute in any case the conceptual basis 
of differential diagnosis, the necessity of 
which is evident for the clinician. In fact, 
it is impossible not to see, nor even to 
accept as evident, that there are cases 
which correspond to the notion of schizo- 
phrenia, as well as others which corres- 
pond to the notion of neurosis. The 
border cases of which we are speaking here, 
even if we hesitate to classify them, are 
always classifiable in one or the other of 
these two categories of disturbances. 

My experience in this regard agrees with 
that of many others in showing me that 
generally the schizoneurotic states—the 
preschizophrenias—evolve less often than 
we think or fear towards a schizophrenic 
dissociation. But it is sufficient here that 
we take note of this evidence and say that 
the concept of schizophrenia is not con- 
fused with that of neurosis, but is opposed 
to it by the very structure of schizophrenia, 
of which the two chief characters are that 
it is a delusion and a delusion which 
evolves towards a closed and deficitary form 
of existence, a character which the neu- 
roses do not have. 


DO THE ACUTE DELUSIONAL PSYCHOSES ENTER 
INTO THE CONCEPT OF SCHIZOPHRENIA ? 


In order to understand the problem, we 
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must again refer to the clinic, which teaches 
uss 


1. That the most authentic forms of 
schizophrenia and notably the medium 
forms have rather often a cyclic or inter- 
mittent evolution in the first 3 or 4 years 
of their evolutior. (35% in our group of 
patients with spontaneous evolution, and 
100% in the group of treated patients). 

2. That we observe acute delusional psy- 
choses appearing as fits which do not 
recur, or which recur without leaving 
after-effects. It is this double fact which is 
illustrated by the following statistics in 
which we have studied 120 cases of acute 
delusional psychoses that were diagnosed 
as schizophrenic (with a follow-up of at 
least 5 years) : 

—single crises 

—multiple crises 

—chronic schizophrenias 


53 (44%) 
26 (21%) 
41 (35%) 


120 

Thus 44% of the cases which were diag- 
nosed as acute schizophrenia, schizophrenic 
outburst, etc., have been recovered with- 
out leaving after-effects for at least 5 
years.’ Further, 21% showed other crises 
without chronic organization of the mental 
disturbances. Finally, 35% evolved as 
chronic schizophrenias * with characteristic 
“Verblédung” or “Defekt,” and are entered 
in the group of schizophrenias which we 
have enumerated above. (One-third of 
these cases, however, evolved in the form 
of minor schizophrenia or schizoneurosis ). 

If we purely and simply incorporate all 
of these cases in the groups of schizo- 
phrenias, that is, if we consider as schizo- 
phrenics the 344 patients (if they truly 
correspond to a univocal definition of the 
concept of schizophrenia and form the 
totality of our statistics), we conclude that 
22.6% of the “schizophrenias” are acute 
schizophrenias which have shown one or 
several critical episodes, and we come very 
close to the figures of 25 to 35% indicated 


TOF these 120 cases, 43 never were treated and 
26 among them (60%) have got an evolution on 
one isolated crisis (22) or on multiple crises (4). 
Among the treated cases, the percentage of single 
or multiple crises is just a little higher (69%). 

8In the group of treated cases, there were only 
15% of chronic severe forms against 40% in the 
untreated group. 


by M. Bleuler in his famous statistics of 
1941, in which he grouped more than 1,100 
patients (some of whose clinical histories 
are very similar to our own material) and 
heading VII (evolution of single or multi- 
ple crises with recovery) counts in effect 
as a percentage of 25 to 35%. It is neverthe- 
less, a higher percentage than Wyrsch in- 
dicated (1937), since among his 200 chronic 
schizophrenias he grouped under headings 
II and III, 134 cases (about 64%) which 
correspond to those acute schizophrenias 
without chronicity. But the problem as a 
whole rests intact, for we must know 
whether that 30 or even 60% of “schizo- 
phrenias” of acute form are to be placed 
“in the same bag” as the chronic schizo- 
phrenias. In short, the question remains 
of whether we must make the same diag- 
nosis when the prognosis is so different. 

I have spent a long time on the observa- 
tion of my 120 patients, attempting to 
discover signs which would have allowed 
me, even after the fact, to find differences 
between the patients who became chronic 
schizophrenics, and those who were cured. 
Without a doubt, the most pronounced 
disturbances of consciousness, the strong 
dramatisation of, the hallucinatory and de- 
lusional experience, the most oneiric aspect 
of the delusion, the characters of the pre- 
psychotic personality, the elements of 
prognosis so well indicated by Mauz, etc., 
allow a glimpse of the fact that we can 
resolve this clinical problem, which is the 
most difficult one in the field of psychiatry. 
But for the moment, I am unable to indi- 
cate with precision what I only feel con- 
cerning the differences which here separate 
the pathology of the consciousness ® whose 
destructuration is characteristic of the acute 
delusional psychoses, from that pathology 
of the personality which constitutes the 
very basis of schizophrenia. I will therefore, 
confine myself here to excuses for not being 
able to go further, and I regret as well that 
this practical problem has not received 
from psychiatrists the attention it merits. 
The reason for this is simple, however : 
for some psychiatrists (in the French 


®See volume 3 of my Etudes Psychiatriques 
(Structure des Psychoses aigues et Déstructuration 
de la Conscience), Ed. Desclée de Brouwer, Paris 
1954, p. 787. 
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school in general), delusional and _hal- 
lucinatory outbursts are never schizo- 
phrenias, and for others they always are. 
Now, it is precisely because the relations 
between the two groups of facts are not 
those of “all or nothing” that the problem 
is posed, and that it must be resolved. But 
this requires that the notion of schizo- 
phrenia be purged of the idea of crisis or 
acute outburst which threatens to ruin it. 

The argument which generally comes to 
mind in this regard is that all the same, 
there are acute tuberculoses and chronic 
tuberculoses, and “there is no reason” not 
to think that there can be acute schizo- 
phrenias and chronic schizophrenias. But 
then we simply forget the most important 
thing: that tuberculosis is defined as a 
specific illness in its etiological, anatomical 
and clinical nature. Now, the concept of 
“psychosis,” as we pointed out earlier, 
refers only to clinical criteria (structural 
more than semeiological certainly, but 
furnished only by clinical analysis). In this 
regard, the form of the mental illness is 
profoundly different according to whether 
it is a question of “short madnesses” or the 
“madness of a lifetime,” and all the phe- 
nomenological and anthropological analyses 
of schizophrenic existence (Binswanger) 
are marshalled against the idea of an 
“acute schizophrenia” in the very measure 
in which to be schizophrenic only for some 
moments (mescaline) or some weeks or 
months (oneiric states of Mayer-Gross) is 
not to be schizophrenic at all or at least 
not yet. 

In other words; if (to return to our 
“geometrical” demonstration) we find our- 
selves forced by clinical observation to 
describe a group of patients as schizo- 
phrenics, we simply cannot introduce into 
this concept the idea of an acute psychosis 
without contradicting ourselves. This is 
true to such an extent that when we speak 
of acute schizophrenic outbursts, we have 
“in the back of our minds” an unfavorable 
prognosis. Now, this unfavorable prognosis 
has been disproved in 44% of the cases 
where I expressed it . . . As for myself, I 
simply draw the conclusion that I was 
mistaken, and that of these patients 79 
cases in 119 were not or did not become 
schizophrenic. This brings me to say that 


I am taking the chance (of being mis- 
taken) in posing the theoretical and 
conceptual need of a differential diag- 
nosis between schizophrenia, psychosis 
with chronic evolution involving a certain 
“Defekt” or “Verblédung,” and the false 
acute schizophrenias. On the contrary, to 
admit that schizophrenia can be acute or 
chronic is to remove even the possibility 
of being mistaken. A comfortable position 
but, you will agree, rather absurd ! More- 
over, it is sufficient to observe that the 
acute delusional psychoses are, in fact, 
not always or necessarily “outbursts” which 
inject rhythm into the evolution of the 
schizophrenias. By this fact, the entire 
theoretical and practical problem posed 
by the non-schizophrenic, acute delusional 
and hallucinatory psychoses becomes in- 
contestable. 

Since there are no pathognomonic signs 
of schizophrenia (as indicated by Bleuler 
on page 223 of his book Dementia Precox 
or Groups of Schizophrenias, and in spite of 
the efforts of all those others who have 
failed in the search for a fundamental 
disorder ), it is logically impossible to main- 
tain that it is the same schizophrenia 
which is found in the short and false 
schizophrenias as in the long and true 
schizophrenias. This is not only illogical, 
but also empirically false if the phenome- 
nological criterion of an existential dis- 
organisation, that is, of a form of vital 
disaster (vital here envelopes the German 
terms Erleben and Geschehen), confers on 
the concept of schizophrenia its true mean- 
ing, excluding at the same time the idea 
of “acute schizophrenia.” 


DEFINITION OF SCHIZOPHRENIA 


In order to know what “species,” or 
“sub-groups” the concept of schizophrenia 
admits, we have been logically constrained 
to seek, in the mass of cases which super- 
ficial observation places in the nebulous 
terrain of schizophrenia, what is the central 
clinical nucleus which forms the basis of 
the concept. 

We saw in the first part of our clinical 
and logical analysis that the concept of 
schizophrenia includes the cases which 
result in the constitution of an autistic 
world resulting in a dislocation of the 
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psychic being which tends to continue and 
grow worse (medium or typical forms 
corresponding to the descriptions of Krae- 
pelin). Within this group exist “varieties” 
of evolution and symptomatology which 
do not compromise the unity of the 
group (classic forms; paranoid, hebe- 
phrenic, catatonic). 

The second part of our clinical and 
logical analysis was concerned with the 
extension of the concept, that is, with the 
problem of its delimitation with respect to 
the marginal clinical groupings and ad- 
jacent concepts. That is to say, it is a 
question—in order to know exactly what 
schizophrenia is—of opposing it to that 
which it is not. The very fact that there 
exist problems of diagnosis and prognosis 
in relation to the other forms of chronic 
delusion, the neuroses and the acute de- 
lusional psychoses, has thus permitted us, 
by limiting it, to give to the notion of 
schizophrenia a greater density, a stronger 
consistency. 

In this regard, schizophrenia should in 
fact be defined as a chronic delusional 
psychosis (different from the “genus” of 
acute delusional psychosis and from the 
“genus” of the neuroses) which progres- 
sively destroys the system of reality, the re- 
lations of the Person and his world (a de- 
lusion which is different from the other 
species of chronic delusion, from the syste- 
matized and fantastic delusions). 

Schizophrenia is, then, a species of 
chronic delusion, inasmuch as it is a form 
of existence which alters the permanent 
system of the reality of values of co- 
existence. 

The acute delusional psychoses and the 
neuroses do not belong to this genus, as a 
result, even if the differential diagnosis 
is sometimes difficult, it imposes itself as 
a practical need of great importance. On 
the contrary, the differences which separate 


schizophrenia from paranoia and the para- 
phrenias are nothing more than the dif- 
ferences of species within the same genus, 
and their practical meaning is therefore 
much weaker. 

Once those cases which belong to the 
other genera and other species are elimi- 
nated, we find ourselves face to face with 
the true schizophrenia: a process of de- 
lusional transformation of the person and 
his world, a progressive overthrow which 
at one and the same time is both the 
inability to build reality or maintain rela- 
tions of coexistence, and the need to destroy 
the world of others, in order to bury oneself 
in an autistic world which closes progres- 
sively around the self. 

The sub-groups, the varieties of this 
process are nothing more than degrees, 
phases, steps or different itineraries of 
that regression into autism, that is, in the 
strict sense of the word, into a delusion 
in which the person tends to alienate 
himself completely. 


SUMMARY 


1. This clinical and logical analysis of 
the concept of schizophrenia is drawn from 
a statistical work on 366 cases studied for 
an average of 15 years, with a catamnestic 
period of 5 years at least. 

2. As a chronic psychosis, schizophrenia 
must be separated from acute delusional 
psychoses. 

3. As a chronic delusion tending to dis- 
sociation of the ego (with breaking of the 
communications with others and alteration 
of the reality) schizophrenia is different 
from the other forms of chronic delusions 
(paranoia and paraphrenia). 

4. As a delusion, schizophrenia is dif- 
ferent from the neuroses. 

5. It is only these delimitations that will 
enable us to define clearly the group of 
schizophrenias. 
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Gilles de la Tourette, in 1885, delineated 
a distinctive clinical syndrome, based on 
his experience with 9 patients who dis- 
played “motor incoordination” (multiple 
tics), coprolalia, and, less consistently, 
echolalia and echokinesis(1). The recent 
medical literature has been reviewed by 
Ascher(2). Its rarity is attested to by the 
infrequency of case reports. Yet it con- 
stitutes a striking instance of a neuropsy- 
chiatric entity which has, unlike most psy- 
chiatric disorders, a predictable history, 
course and outcome. 

The typical case history reveals the 
following course with almost undeviating 
regularity. The illness begins in childhood, 
usually before the age of ten, with tics of 
the upper part of the body : face, shoulder, 
or arm. The tics are explosive in nature, 
initially transient, and noted to be worse 
under stress, fatigue or excitement. As the 
disease progresses, intervals of relative free- 
dom from the tics become less frequent 
and the tics spread to involve the trunk 
and legs. Ultimately there may be in- 
voluntary movements of the entire body, 
including kicking, hopping, skipping and 
jumping, grinding of the teeth and pro- 
trusion of the tongue. At some stage, 
inarticulate cries, which may resemble 
throat rasping, barking or quacking, ac- 
company the convulsive movements. The 
cries then become articulate and consist of 
single words or phrases, often echolalic. 
The final feature, whose appearance is 
pathognomonic for the syndrome, is copro- 
lalia : the sudden uncontrolled and repeti- 
tive utterance of obscenities. 

The outcome reported in the early lit- 
erature was uniformly poor, usually ter- 


1 Read at the 114th Annual Meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Respectively : Associate Professor of Psychiatry 
and Pediatrics, Assistant Professor of Psychiatry, and 
Professor of Child Psychiatry, The Johns Hopkins 
University and Johns Hopkins Hospital, Baltimore, 
Md. 
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minating in deterioration of the personality 
and commitment to a mental hospital. None 
of Gilles de la Tourette’s original cases 
showed sustained improvement(1). Itard, 
who described a case with similar fea- 
tures in 1825, reported that she died at 85 
“still pouring forth the grossest obscenities” 
(3). In Kinnier Wilson’s textbook, the out- 
look is described as “sinister”; the syn- 
drome is said to end characteristically in 
insanity, though the scarcity of followup 
studies is noted(4). 

The relentless clinical course as well as 
the predominant motor features of the 
disorder have led most authorities to as- 
sume the existence of organic pathology. 
Wechsler, for example, stated : “The condi- 
tion is no doubt based on organic cerebral 
changes, but the nature of the pathology 
is unknown”(5). We are familiar with only 
two autopsy reports. The first, by DeWulf 
and van Bogaert, revealed no CNS patholo- 
gy(6). The second report, that of Balthasar, 
noted no significant gross pathology(7, 8) ; 
the findings of interest were limited to the 
microscopic structure of the striatum. On 
careful cell count, the ratio of small to 
large neurocytes was found to be twice 
that of a control specimen, while the glia 
remained unchanged. This ratio was similar 
to that obtained in the striatum of a one- 
year-old child. Following the terminology 
of C. and O. Vogt, Balthasar classifies this 
as a “primary relative cytohyperplethora” ; 
that is, an arrest of development or dwarfed 
growth. Balthasar’s cell counts on the 
striatum of the patient of DeWulf and van 
Bogaert were, however, within normal 
limits(8). 

In the past two decades there have ap- 
peared clinical reports of periods of sympto- 
matic remission in cases identified with 
this syndrome. In 1943, Mahler and Rangell 
described a boy, first seen at the age of 
11, who showed marked improvement after 
2% years of intensive psychotherapy(9). In 
1946, Mahler and Luke described the out- 
come of 10 cases of “tic syndrome” fol- 
lowed for periods of 1% to 11 years(10). 
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One of 6 patients who had reached young 
adulthood had achieved an_ excellent 
symptom-free adjustment and one, a pre- 
sumably good one. Four, who were then 
adolescents, displayed clinical improve- 
ment that was rated fair or good. In 1948, 
Ascher reported the case of a patient with 
an excellent outcome one year after out- 
patient psychotherapy(2). In 1953, Mazur 
reported a 15-year-old boy with a clinical 
remission after one year(1l). In 1957, 
Michael described a patient who under- 
went a spontaneous remission of 4 years’ 
duration ; after a return of symptoms dur- 
ing the next 4 years, he became largely 
symptom-free for 18 months after a course 
of CO, inhalation( 12). 

The significance of these reports is 
somewhat uncertain. Mahler and Luke 
suggest that “tic syndrome” may be equated 
with maladie des tics, but do not provide 
detailed case data. Ascher’s case does not 
appear to have been a true case of maladie 
des tics. The onset at 35, the absence of a 
prior history of tics, and the lack of true 
coprolalia make the diagnosis question- 
able ; in retrospect, it is probably better 
classified as an obsessive-compulsive dis- 
order. Mazur’s case, while typical of mala- 
die des tics, has been followed far too 
briefly to ascribe much confidence to the 
reported remission. Michael's case fits the 
diagnostic criteria ; the duration of the re- 
mission is as yet brief and should be fol- 
lowed closely, but is nonetheless heartening. 

It therefore seemed to us to be of in- 
terest to review our own clinical experience 
with 7 cases ; we wish to place particular 
emphasis on one patient, now 22, who is 
currently a well adjusted young man, with 
only very minor residua of an earlier severe 
case of maladie des tics. 


CASE REPORTS 


Case 1.—Morton C. was first seen when he 
was 17 years old. He gave a history of having 
suffered from a variety of tics for over 10 
years. The illness began with compulsive 
pulling on his penis which was dealt with by 
having him circumcised. His tonsils were re- 
moved at the same time. He awoke from the 
anesthesia frightened that his penis had been 
cut off. He also developed a feeling that his 
“words were stuck” in his throat. Subsequently 
tics of slapping his mouth and abdomen be- 


came apparent. At the age of 10, while listen- 
ing to his father tell a long story he had an 
“irresistible impulse” to say “shit.” When he 
continued to say it, his father beat him severe- 
ly but the symptom persisted. Between co- 
prolalic words he made peculiar guttural 
sounds which were quite disruptive in the 
classroom and resulted in his expulsion from 
school after 6 grades. It was at that time that 
he was first admitted to a mental hospital 
where, during an amytal interview, he made 
seductive gestures to the female interviewer. 
Attempts at therapy through subcoma insulin, 
ECT and “reconditioning” were without suc- 
cess. Whenever he saw a woman he had an 
irresistible impulse to coprolalia. 

When admitted to the Henry Phipps Psy- 
chiatric Clinic in 1951, the patient was over- 
active and showed a variety of compulsive 
gestures. He pulled on his penis, grimaced, 
made coughing sounds and exhibited copro- 
lalia, especially while the therapist was talk- 
ing. Orientation, memory and judgment were 
intact. No physical abnormalities were found 
and EEG was within normal limits. 

The patient was an only child with a normal 
early childhood except for a brief period of 
jaundice at 4 months of age. His father was a 
quiet, simple man who drank heavily. Mother 
was a heavy drinker as weil. Her husband 
made all the decisions. Neither of the parents 
had been excessively strict but his father had 
beaten him often since the onset of the 
coprolalia. 

During 8 months hospitalization, little 
change in the patient’s condition occurred. 
He was exhibitionistic, disruptive of routine 
and occasionally destructive. He made many 
sexual advances to both women and men. At- 
tempts to reduce his tics by muscular relaxants 
failed and so did 50 insulin comas. A pre- 
frontal lobotomy was proposed but his parents 
declined and arranged for his transfer to a 
state institution. 


Case 2.—Warren H. developed muscular tics 
when he was 5 years old consisting of jerking 
movements of the head and extremities in 
addition to compulsive acts such as touch- 
ing the ground twice. He soon began making 
guttural noises which did not turn into dis- 
tinct words and become coprolalic until 4 
years later following an obscure febrile illness. 
The boy felt that the coprolalia began when 
he was very disturbed over the death of his 
mother. 

When he came to our attention at the age 
of 11, he showed the previously described 
tics as well as thrusting movements of his 
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head, facial grimaces and sticking out his 
tongue. He spoke freely about his past life 
and family relations. He was very fond of his 
mother but complained that his father was 
very rough with him. On many occasions he 
had felt like killing him but he actually never 
fought back when his father hit him. He also 
expressed dislike for his school teachers whom 
he considered too strict. 

EEG studies elsewhere were interpreted as 
indicative of “post-infectious cerebral changes.” 
Psychological tests pointed to the presence of 
a severe neurotic conflict around an unhappy 
relationship with a father who was seen as 
suppressing all aggressive impulses. 

The father failed to respond to letters of 
inquiry about Warren’s progress and has since 
moved from the community. 


Case 3.—Tom A., 12% years, was referred for 
consultation in 1954 because of “jerking all 
over, making noises like an animal” and com- 
pulsive iteration of stereotyped phrases. The 
first sign of compulsive behavior appeared at 
4 when, while walking, he was observed to 
stop stark still and “stare at his feet.” He 
would repeat this a half dozen times in several 
minutes, the whole sequence occurring 4 or 5 
times a day. This was then replaced by a 
second tic consisting of a sudden outward 
thrust of both arms. Over the next 7 years a 
variety of tics were observed ; they included 
head bobbing, eye blinking, grimacing, jerk- 
ing of the trunk, and kicking himself. At 
about 9 or 10 impulsive verbal ejaculations 
appeared, described at different times as 
quacking, barking or ungodly noises. Over the 
past year he repeatedly uttered the phrase 
“sic "em, sic em” followed by a bark or “for 
Christ sake amen.” Occasionally he persev- 
erated on words or phrases in his speech ; at 
these times he would touch his cheek and 
then be able to resume a normal flow of speech. 
Despite this bizarre behavior he was main- 
taining an average of 90 in school, was active 
in extracurricular activities and was said to be 
popular with other children. 

Conceived after great difficulty, Tom was 
an only child born 2 years after a miscarriage. 
Pregnancy and delivery were said to be 
normal, but from the start Tom was a poor 
feeder and sleeper and vomited frequently. 
At 6 months he began to rock and continued 
to do so until he was 2. At 3, he had an 
emergency appendectomy and at 9, a T&A. 
When he began school at 6 he was quite 
fearful and would hide on the playground in 
order to dash into school at the last minute. 
He never learned to fight back when attacked. 


His mother described herself as overpro- 
tective toward the patient. The father, a suc- 
cessful attorney, was perfectionistic, tense and 
impatient. As a child he had similar “habits” : 
facial grimacing, eye blinking, nail-biting and 
compulsions to touch and to avoid. All dis- 
appeared at 14 except the eye blinking. 

Tom was a pleasant, cooperative adolescent 
who was normal to physical examination ex- 
cept that he was small for his age. He ex- 
hibited fluttering of his eyelids, jerking of his 
shoulders and blowing and grunting respira- 
tory tics. Nonetheless, he was able to con- 
centrate well and achieved a M.A. of 16 for 
a Binet 1.Q. of 127. He exhibited perfection- 
istic and obsessive trends. His main pre- 
occupation was with gaining weight so that he 
might be as big as his classmates and able to 
hold his own in football. He described only 
positive feelings toward his parents and re- 
garded himself as happy, despite the tics 
which he ignored until directly questioned 
about them. 

At 13 his parents reported some slight im- 
provement in his tics but noted the addition 
of somatic preoccupations and a phobia about 
polio. Out-patient treatment was regarded by 
the parents as helpful to themselves but of 
little value to the patient. Over the next year, 
the family physician tried mephenesin, reser- 
pine and chlorpromazine, all without benefit. 

At 15 the patient entered puberty with 
marked growth in size and weight and deepen- 
ing of his voice ; at 16 he was 6 feet in height 
and weighed 150. With this, he gained in self- 
confidence. During the summer he was com- 
pletely free of tics for several months. With 
the resumption of the school year the symptoms 
reappeared and resumed full intensity. In the 
10th grade he had done extremely well in 
school and made the honor society. By mid- 
term of the 11th grade, however, his parents 
noticed that he was becoming more and more 
preoccupied with his difficulties, had become 
morose, and complained of being confused. 
He fell from his previous position in the 
upper 10% of the class to the lowest third. 


Case 4.—George T., 11%, was referred in 
1953 because of “shaking his head and holler- 
ing out.” Tics had begun at about the time he 
started school; the earliest symptoms were 
described as grunting noises and sudden thrusts 
of his arms. Coprolalia first appeared at 10 
with exclamations of “you damn bastard” as 
often as once or twice a minute during his 
most difficult periods. The obscene phrase 
was said to be slurred in public situations 
and at times replaced by a grunt or the shout 
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of “help.” On certain days, the compulsion 
to shout led George to run off to an open field 
where he cursed explosively for hours at a 
time. 

George was an only child ; his 31-year-old 
mother had persistent nausea during the first 
trimester of pregnancy. There had been dif- 
ficulty with feeding when he was changed 
from breast to bottle at 2 months. From the 
moment he could walk at one year, he was 
“constantly on the go.” Between 2 and 6, he 
had recurrent throat infections, one of which 
was thought to be diphtheria. At 6, he had a 
tonsillectomy. He was extremely fearful of 
school during the first two grades and had 
to repeat the second grade because of time 
missed. His symptoms had been rather toler- 
antly accepted by the local school where he 
had been placed in the back of the classroom 
to minimize the distracting effect on his 
classmates. 

His mother, a graduate nurse, had been 
quite apprehensive because of his frequent 
illnesses during his first 6 years of life. The 
present illness had brought her to her wits end. 
His father, a mechanic, was quick-tempered 
but lenient with the patient. Both parents 
were obviously devoted to George and under- 
standably perplexed by his condition. The 
most difficult issue for them was the question 
of George’s responsibility for his actions. 

George was an attractive, robust youngster. 
He exhibited sudden head-turning and body 
twitching accompanied by a barking noise. 
Occasional echolalia and echokinesis were 
observed during the interview. He described 
his family situation in glowing terms and 
denied any problems except for his “hollering.” 
He stated that he tries hard to hush it but 
most often cannot do so. He achieved an I.Q. 
of 115 on the Stanford Binet. He was extreme- 
ly eager to do well and emphasized his desire 
to go on to college. 

He was then followed briefly at a local 
child guidance clinic but became progressively 
more reluctant to return. His symptoms now 
included spitting and dancing movements. 
Dilantin and reserpine proved ineffective. In 
1955, he was examined at a prominent mid- 
western clinic where the neurological findings 
including EEG were negative and the diag- 
nosis of Tic de Gilles de la Tourette was con- 
firmed. Chlorpromazine was prescribed but 
without benefit. He continued to progress in 
school bnt in the 10th grade at the age of 
16, his verbal tics had reached such intensity 
that he has been excluded from further at- 
tendance, much to his and his parents’ distress. 


Case 5.—Malcolm D., 12%, was brought to 
the clinic in 1953 because of “spasms of all 
parts of his body and barking and screaming 
noises.” He exhibited tics of the eyelids, nose 
and mouth, elbow bending and arm thrusting 
as often as 20 times a minute, and jumping 
movements which frequently resulted in falls. 
Barbiturates and bromides had little effect 
in controlling his symptoms. The present ill- 
ness was said to have begun at the age of 8 
following intestinal flu when he began to 
stutter and then to show facial grimaces at 9. 
At about 10% the barking noises first appeared. 
There had never been any recognizable verbal 
ejaculations. 

The mother suffered from nausea and vomit- 
ing throughout the pregnancy with Malcolm, 
but he was delivered normally. He had con- 
siderable feeding difficulty and was described 
as a hyperkinetic baby but development pro- 
ceeded normally. He remained enuretic until 
9. He enjoyed school from the beginning and 
did well. 

The mother described herself as nervous, 
tense and jittery. Her own childhood had been 
marred by severe financial distress. The father 
was described as tense and irritable but a 
devoted family man. He had been an itinerant 
machinist ; the marriage had been marked 
throughout by considerable financial stress 
and many moves in search of better jobs. 
Malcolm’s brother, 1 year younger, was de- 
scribed as easygoing, calm and well liked. 
The relationship between the brothers was 
said to be average. 

Malcolm was an attractive youngster of 
normal physical development. He exhibited 
multiple tics and grimaces and sudden jump- 
ing movements accompanied by barking noises. 
His intellectual function was amazingly un- 
impaired by these compulsive noises. He could, 
for example, repeat 5 digits reversed despite 
the frequent interruption of his response by 
barks. He achieved a Stanford Binet 1.Q. of 
120. His main expressed concern was over 
the family financial difficulties. He seemed 
quite devoted to both parents and expressed 
normal resentment of his brother. The EEG 
was interpreted as revealing more slow waves 
than normal for his age, but the record, taken 
during explosive tic outbursts, exhibited no 
electrical phenomena that could be correlated 
with his clinical behavior. Skull x-ray, neu- 
rological examination, spinal tap and blood 
chemistries were within normal limits. 

Malcolm was hypnotized easily. As he 
passed into a trance, all movements disap- 
peared completely, as did the barking and 
the stuttering. All returned the moment he 
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was awakened. During the week he was in 
the Harriet Lane Home, hypnosis was induced 
on 5 occasions. Post-hypnotic suggestions that 
the symptoms would be diminished seemed to 
have a definite effect for several hours after 
hypnosis but on the several occasions when 
medical investigations were scheduled shortly 
after the hypnotic session, symptoms broke 
through floridly. Efforts to investigate possible 
psychodynamic themes in the trance state re- 
vealed only some expressed concern about his 
mother’s health. Efforts at symptom substitu- 
tion proved unsuccessful. 

Unfortunately, the family left town before 
treatment plans could be formulated. A brief 
note 3 months later reported some improve- 
ment in his symptoms. Strenuous efforts to 
locate the family have been unsuccessful. 


Case 6.—Stanley R., age 12, was brought to 
the children’s psychiatric service by his mother 
because of “silly talk.” When he was 8 years 
old he developed jerky movements of his 
head and body. Some movements were of a 
masturbatory nature in which he hit himself 
against the penis and exclaimed : “My jiggy- 
joe sticks.” More recently while watching TV 
or playing alone he would suddenly blurt 
out: “Oh put your foot in your mouth, you 
fart-face |” 

The patient is the oldest of 4 children. 
Birth and early development were uneventful 
but he soon became a feeding problem. Toilet 
training began at 2, bowel training was com- 
plete at 5, but he is enuretic to the present. 
At 2 he had a tonsillectomy without apparent 
ill-effects. 

He did poorly in school, failing the first 2 
grades, and was beaten by his father because 
of his bad performance. Upon transfer to 
parochial school, he had difficulties with an 
overstrict teacher. He was returned to public 
school and barely managed to pass. 

The boy’s mother was a voluble, assertive 
and intelligent woman who seemed to have 
understanding of his problem and tried to 
curb her husband when he beat the boy for 
“foul talking.” The father was much interested 
in his children and they respected him. He 
was strict but generally fair. 

During his first interview the boy was 
notably tense. He spoke explosively and 
showed many muscular tics especially when 
concentrating on a test problem. He stated 
that he was nervous and that he was upsetting 
his mother by his “silly talk.” Even though 
he said he could control his movements and 
talk, his mother denied it. The patient felt 


that his symptoms began right after his sister 
was born. 

A Stanford Binet test revealed an I.Q. of 
91. As the test progressed, the tics increased 
in severity and frequency. 

One of the authors had the opportunity to 
observe the patient at monthly intervals for 
a period of 2 years. At first, an attempt was 
made to control his anxiety by reserpine but 
it produced no change. Fairly large doses of 
meprobamate did not reduce his anxiety, mus- 
cular movements or explosive utterances. 
Marked improvement resulted from supportive 
psychotherapy during which the boy freely 
discussed his relationship with his siblings and 
parents. His mother was seen regularly also 
and this helped to reduce some of the pres- 
sure on the boy. His school performance also 
improved until the recent birth of a baby 
brother. He has now lost interest in his school 
work at the age of 14 and has been passively 
rebellious to any form of pressure or per- 
suasion. This recent setback did not produce 
an exacerbation of his tics or coprolalia. 


Case 7.—Allan D., 11, was seen in consulta- 
tion in 1947 because of multiple severe pro- 
gressive motor tics and coprolalia. The tics 
were said to have begun at the age of 6, 
several weeks after the sudden cessation of 
thumbsucking under the threat of having de- 
formed teeth if he did not stop. During the 
same period Allan’s 2-year older brother, 
Daniel, was suffering from chorea; Allan’s 
early facial and shoulder movements were 
thought to be in imitation of Daniel’s. The 
tics subsided, only to reappear with new in- 
tensity following a prolonged febrile illness 
diagnosed as pertussis. When he began school, 
the tics were aggravated, and again following 
a series of intercurrent respiratory illnesses. 
At 7, arm jerking and head turning were 
prominent. At 8, throat clearing and coughing 
tics appeared. At 9, he became more restless 
in school, talking out of turn, calling out and 
distracting the class. For the first time, com- 
pulsive shouting appeared; at bedtime he 
would call out “momma” or “daddy” in stac- 
cato fashion for as long as an hour. In the 
presence of a piano teacher, a small woman, 
he could not control the urge to shout “you're 
little” “you're little” followed by “I love you” 
“I love you” during his lessons. At the age 
of 10, he was taken for treatment by a compe- 
tent psychiatrist at the local child guidance 
clinic; his parents were interviewed by a 
psychiatric social worker. Allan scored an I.Q. 
of 142 on the Stanford Binet ; projective tests 
revealed obsessive traits and suppressed hos- 
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tility toward his parents and his brother. In 
his words : “I never really let out my whole 
temper or I would do something drastic.” 
After some initial relief and report of improve- 
ment, his parents became progressively more 
discouraged and terminated psychotherapy 
when coprolalia appeared just before his 11th 
birthday. Allan would at times stuff a towel 
in his mouth or bite his tongue in unavailing 
efforts to refrain from shouting obscenities. 
The persistence of the coprolalia necessitated 
his withdrawal from school. 

Allan was taken to a residential treatment 
center, where the following findings were 
noted. He achieved an I1.Q. of 155 on the 
Stanford Binet and 129 on the WISC. He was 
described as an unusually creative youngster 
with marked obsessive-compulsive traits. Dy- 
namically, he was viewed as in the midst of 
an unsuccessful struggle to control aggressive 
impulses against parents for whom he had deep 
affection at the same time. He exhibited a 
great variety of tics, with barking, gurgling, 
and grunting noises, exacerbated by fatigue, 
pressure, anger and frustration. Persistent 
coprolalia and occasional echolalia were ob- 
served. 

Shortly thereafter, he was seer et our hos- 
pital. He was a personable, highly intelligent 
youngster with remarkable social poise despite 
the multiple tics. Meticulous perfectionistic 
strivings for a high standard of achievement 
were prominent. He viewed his symptoms as 
ego-alien, something that possessed him despite 
his efforts at control. In his words: “I pick 
up a word and it sticks. I have to use it over 
and over. At the end I picked up curse words 
. . . I've stopped using the words except when 
I get stirred up.” Thorough neurologic study 
revealed no pathology. 

Past medical history revealed that the 
pregnancy with Allan had been marked by 
toxemia severe enough to lead to a recom- 
mendation for abortion, which the parents 
had rejected. Mrs. D. had had to be hos- 
pitalized 3 times for intravenous feeding. How- 
ever, his birth was unexceptional and his early 
development was described as entirely normal. 
When Allan was 2, Mrs. D. was diagnosed as 
having Hodgkin’s disease on the basis of 
prominent mediastinal nodes; she was told 
that she would not survive for more than 2 
years. The shadow of illness and impending 
death hovered over the household for the 
next few years until it became apparent that 
her condition was chronic in nature. For 
most of this period, the children were reared 
by the grandparents who demanded quiet in 
the household or “you will lose your mother.” 


Allan at 3 was terrified of the dark and suf- 
fered from asthma attacks which required 
adrenalin. When Allan was 3%, his brother 
had his first episode of chorea and was bed- 
ridden for a year. Allan commented : “I hate 
Daniel. I wish I could be sick.” He got on 
well with other children but quarrelled con- 
stantly with his brother. At 4, he had a tonsil- 
lectomy. With the onset of his tics at 6, the 
center of family attention shifted to Allan 
who nevertheless continued to resent any in- 
terest his mother displayed in anyone else. 

Mr. D. was an intelligent conscientious driv- 
ing person who was away a good part of the 
time on business trips. He had been extremely 
religious, of a fundamentalist persuasion, until 
his wife’s illness when he became as rigidly 
opposed to religious ritual as he had been 
devoted earlier. His traits of personality were 
strikingly similar to Allan’s. It is of consider- 
able interest that the father reported having 
had tics similar to the patient’s as a child, 
though compulsive verbalization and coprolalia 
had never been present. The tics remitted 
at about the age of 11 shortly after the death 
of a favored elder brother. 

Mrs. D. was a tense individual with high 
standards of judgment. Her physical illness 
kept her chronically fatigued. She suffered 
from periods of depression in which she 
would berate herself as “of no use to anyone.” 
She described the marital situation in terms of 
sweetness and light with only occasional refer- 
ences to tension between her husband and 
herself. She was constantly involved with Al- 
lan, managing every detail of his daily life. 
This was repeatedly called to her attention 
during case work but with little change in 
this behavior. 

Although residential treatment was recom- 
mended, financial limitations precluded such 
care. The family responded by sending the 
older brother, Daniel, to live with his grand- 
parents in a distant state. Mother devoted her- 
self entirely to Allan, tutoring him 5 hours 
daily by the Calvert system. Increasing doses 
of phenobarbital were employed in the begin- 
ning but abandoned when 2 grains daily 
proved no longer effective. By 12, the oral 
tics had disappeared entirely and it was pos- 
sible to reenter him in the 7th grade. He did 
exceptionally well, taking part in the school 
band, being elected class representative, and 
achieving excellent grades. Occasional eye 
blinking and head rolling were still present, 
as well as rarer episodes of hopping, particular- 
ly so under stress or fatigue. During the next 
2 years, Allan continued to attend school but 
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would withdraw for a week or two at intervals 
when his tics became more marked. His 
scholastic progress did not suffer, however, 
because of his excellent endowment and his 
mother’s dedicated tutoring at home. 

At the age of 16, his father brought him 
back to the clinic for additional help because 
Allan was having difficulty in falling asleep. 
Tics were limited to blinking of the eyes and 
jerking of the head. Projective tests were 
evaluated as indicating an inhibited, con- 
stricted, introverted youngster in good contact 
with reality. Allan and his mother were seen 
in 50 interviews over a 16-month period. Allan 
verbalized many feelings of conflict with par- 
ticular reference to his mother’s demanding 
and somewhat seductive behavior and to his 
own exacting high standards. His mother 
formed a very intense attachment to her case 
worker, so much so that termination was 
quite difficult for her. While Allan still ex- 
hibited some tics under pressure at the time 
he decided to end treatment, his general ad- 
justment was markedly better. The family was 
agreed that psychotherapy had been of definite 
value. 

Allan graduated from high school with a 
straight “A” record. He delivered an original 
address at graduation with apparent ease. He 


was, however, still subject to minor tics when , 


fatigued or under stress ; rarely, he made rasp- 
ing sounds in his throat. He entered college and 
was a sophomore majoring in physics at a 
leading academic institution when he was 
again seen in 1956 at the age of 20. 

Allan was quite willing to be interviewed 
and to cooperate in any way that would 
further knowledge of his rare illness. He knew 
himself to be one of a very few cases of Tic 
de Gilles de la Tourette with so excellent an 
outcome and was quite familiar with the clini- 
cal course of the disorder. Yet he did not seem 
unduly apprehensive about a recurrence. He 
reported occasional minor tics when fatigued, 
though none was in evidence during the inter- 
view. He was doing well in college, had many 
friends, was active in sports, and participated 
in many social events. He was going with a 
young lady who was entirely acceptable to his 
parents. He was a well put together, intelligent 
young man, well mannered, personable, and 
socially _ poised. 

In 1958, in response to an inquiry, Allan 
informed us that he was about to graduate 
from college, marry the young lady, and to 
embark on a pre-doctoral fellowship in theoreti- 
cal physics. 


DiIscuUssiON AND SUMMARY 


In his search of the literature for cases 
of a similar nature, Gilles de la Tourette 
was much impressed by reports of analog- 
ous syndromes in other cultures: “latah,” 
“myriachit” and “jumping”(13). “The term 
latah conveys to the Malays a curious be- 
havioral quirk, or aberration, normal, and 
yet not quite so.”(14). The latah reaction 
consists of a severe startle reaction, imita- 
tive behavior, automatic obedience, and 
coprolalia. The victim is compelled “against 
his will’(15) to imitate the speech and 
behavior of others and to obey their com- 
mands, even though his tormentors clearly 
intend to degrade and ridicule him. He 
may even injure himself in the compulsion 
to mimic a self-destructive gesture only 
partially demonstrated by the person who 
“teases” him. For example, if the tormentor 
makes a sudden movement as if to place 
his hand in a fire, the latah victim may 
burn his own hand(16). “Myriachit” is 
the transliteration of a Russian word for 
an identical syndrome, one of a group 
classified as “arctic hysteria”(14, 16). The 
“Jumpers” of Maine, also known as 
“Shakers” or “Barkers,” were members of 
a deviant Methodist sect who practiced 
celibacy and communal living after their 
migration to New England(14). Church 
ceremonials reached a climax of religious 
ecstasy at which the members of the con- 
gregation would jump, shake, roll on the 
floor, or crawl] about on all fours, all the 
while barking and emitting incoherent 
sounds (speaking in tongues). Those who 
participated in these ceremonials became 
prey to this behavior outside the church 
services. Members of this sect, examined 
by Beard in 1880(17), exhibited violent 
jumping and twisting movements when 
startled, echolalia, and echokinesis. Beard 
stated: “All the Jumpers agree that it 
tires them to be jumped and they dread 
it, but they were constantly annoyed by 
their companions.” 

It has been traditional in much of the 
medical literature to treat maladie des tics 
as though it were identical with latah and 
its cognate disorders. This is almost cer- 
tainly incorrect. Tics, the earliest and often 
the most striking manifestations of Gilles 
de la Tourette’s disease, are unknown in 


| 5 


722 


STUDY OF GILLES DE LA TOURETTE'S DISEASE 


[ February 


latah, whereas the imitation phenomena, 
which are the core of latah reactions, are 
often totally lacking in maladie des tics. 
The coprolalia in latah always follows pro- 
vocation and is never perseverative. Latah 
reactions (with the significant exception of 
“jumping”) are far more common in fe- 
males, maladie des tics in males. Latah is 
never seen earlier than late adolescence. 
Sudden fright is consistently cited as its 
precipitating cause; startle reactions are 
prominent. When Aberle brought 3 persons 
familiar with latah reactions to see case 
#1 of this paper, they were unanimous 
in concluding that maladie des tics was 
clearly not the same as latah(16). Yap 
has suggested that latah reactions are a 
variant of traumatic or fear neurosis to be 
found in cultures with limited control 
over the physical environment( 14). 

The etiology of Gilles de la Tourette’s 
disease(2, 18-20) remains as obscure as 
it was in his time, though we may dismiss 
the notion of degeneracy, the catchall so 
fashionable in his day(1). Tics may be 
found in post-encephalitic conditions( 21). 
They may accompany chorea, which may 


or may not be rheumatic in origin(22). 
They may be the symbolic crystallization 


of psychologic disturbances(23). Even 
when psychogenically induced, they may 
prove extremely refractory to psychothera- 
py(24, 25). Contrariwise, the organically 
grounded tic may be diminished, if not 
obliterated, by reduction in emotional 
tension. Consequently, arguments that 
reason from clinical phenomenology to 
hypotheses of origin must inevitably be 
inconclusive. 

The clinical manifestations of maladie 
des tics are responsive to the social en- 
vironment, as our cases demonstrate ; yet 
this in no sense constitutes proof of psy- 
chogenesis. An organic substratum may be 
nonetheless subject to modification or con- 
trol by psychologic influences, since mental 
phenomena are brain events with electrical 
fields(26). In this connection, it is instruc- 
tive to recall Efron’s demonstration, in a 
patient with uncinate fits, that the mere 
recollection of odors and a conditioned 
visual image sufficed to inhibit the fits( 27). 

In our experience, pharmacologic thera- 
py, including sedatives, muscle relaxants, 


and tranquilizers, has been ineffective. At 
this stage of our knowledge, it would 
appear justified to continue efforts at 
psychotherapeutic management, despite 
Heuscher’s admonition that the tic phe- 
nomena are defenses against an impending 
psychosis(20), and Mahler and Luke's 
warning that the release of aggressive and 
erotic material may “weaken the controlling 
powers of the child ticquer”(10). Very 
few of the cases reported in the literature 
have had a thorough trial of intensive 
psychologic treatment, still fewer in the 
early course of their disorder. At the least, 
psychotherapy may be of assistance to 
child and family in dealing with the social 
consequences of the illness. More hope- 
fully, it may succeed in modifying the 
intrapsychic tensions that aggravate, if 
they do not cause, the symptoms. 

Several of our patients gave evidence of 
symptomatic improvement associated with 
psychologic treatment. The one patient 
with an apparently total recovery had the 
benefit of capably administered psycho- 
therapy at two important junctures in his 
life. He had parents who, after psychiatric 
guidance, devoted their total efforts to his 
recovery. They were inclined to ascribe 
great value to home management with its 
concomitant descrease in social stimulation 
to the patient. It is not possible to say 
whether these factors or still other in- 
fluences were instrumental in his recovery. 
Nonetheless, his gratifying response sup- 
ports the wisdom of attempting total psy- 
chiatric management for patients with 
Gilles de la Tourette’s disease. 
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THE COMMUNICATION OF SUICIDAL INTENT : A STUDY OF 134 
CONSECUTIVE CASES OF SUCCESSFUL (COMPLETED) SUICIDE * 


ELI ROBINS, M.D.,? SEYMOUR GASSNER, M.D., * JACK KAYES, M.D.,* 
ROBERT H. WILKINSON, JR., M.D.,? ano GEORGE E. MURPHY, M.D. 


There are many phenomena related to 
successful (completed ) suicide that cannot 
be studied adequately by statistical meth- 
ods from coroners’ records, by individual 
case reports, or by obtaining only hospital 
records of suicides who may have been hos- 
pitalized sometime prior to their deaths. 
The communication of suicidal intent is 
one such phenomenon. One method of in- 
vestigating such phenomena is the study of 
a consecutive series of successful suicides a 
short time after their suicidal acts, through 
systematic interviews with relatives, in- 
laws, friends, job associates, physicians and 
others.5 By means of such interviews we 
have obtained information concerning the 
expression of suicidal intent by persons who 
recently committed suicide. In the present 
report certain findings concerning suicidal 
communication will be described: 1. The 
ways in which these persons communicated 
their suicidal intentions, whether by a di- 
rect statement or by indirect allusions to 
their imminent deaths. 2. The frequency 
and chronology, as related to the time of 
suicide, of such communications. 3. To 
whom the communications were made. 4. 
The relationships between communication 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2From the Dept. of Psychiatry and Neurology, 
Washington Univ. School of Medicine, St. Louis, Mo. 

8Part of this work was done during the tenure of 


a Medical Student Research Fellowship, United 
States Public Health Service. 

4Part of this work was done during the tenure of 
a Lederle Laboratories—Washington University Medi- 
cal Student Research Fellowship. 

5This method of studying suicide is not a new one. 
Over 30 years ago Serin(1, 2) studied suicides and 
attempted suicides in Paris by interviews with rela- 
tives and others. Since her reports did not separate 
attempted from successful suicide, it is difficult to 
interpret her results. It is also not clear whether a 
consecutive series was studied (she obtained the 
names from newspapers) or whether a systematic 
interview was used. So far as the authors are aware, 
this is probably the first study in which a consecutive 
series was systematically interviewed. 
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or failure to communicate, and sex, age, 
clinical diagnosis, marital state, occupation, 
education, whether a suicide note was writ- 
ten, and whether the person was living 
alone or not. The relationships of these find- 
ings to certain other aspects of successful 


suicide will also be discussed. 


In the one-year period between May 15, 
1956, and May 15, 1957, the coroners of the 
City of St. Louis and of St. Louis County ® 
returned a verdict of suicide in the deaths 
of 134 persons. In 119 of these cases we have 
held a primary interview with close relatives 
or friends within a few weeks to a few months 
after the suicide. The relatives refused an 
interview in 13 cases and 2 suicides were 
transients in St. Louis. In addition to the pri- 
mary interview, interviews were obtained with 
other relatives, friends, job associates, clergy- 
men, landladies, bartenders, nurses, attorneys, 
policemen, and physicians. A total of 305 inter- 
views were done, including ancillary inter- 
views of the 15 persons for whom no primary 
interview was obtained. General and mental 
hospital records, Social Service Exchange and 
police records were also examined. 

The primary interview was a_ systematic 
open-ended interview which lasted an average 
of over 2 hours. This interview covered past 
and present medical and psychiatric history, 
personal and social history, and details of the 
successful suicide and the events which led 
up to it. The following items were particularly 
noted : 1. The ways of communicating suicidal 
intent. 2. The frequency of such communi- 
cation. 3. To whom communicated. 4. Interval 
between the communication and the suicide. 
5. Frequency of repeated expression of sui- 
cidal ideas. 6. Content of suicide notes and 
to whom addressed. 7. Prior suicide attempts, 
number of circumstances. 8. Medical and psy- 
chiatric care given these patients. These items 


®We wish to thank the coroners for the City of 
St. Louis (Patrick J. Taylor) and for St. Louis Coun- 
ty (Arnold J. Willmann and Raymond I. Harris) 
and their staffs (Mary Alice Quinn, Mildred B. Sae- 
mann, and Rose Marie Algarda) without whose 
cooperation this study would not have been possible. 
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were systematically asked for, and additional 
information was also obtained in the “free” 
portion of the interview where the respondent 
gave a description of the person, his illness, 
and the circumstances of the suicidal act. The 
interview also contained items designed to 
elicit the history and symptoms, if present, of 
the psychoses, psychoneuroses, sociopathic 
personality disturbances (psychopathic per- 
sonality, chronic alcoholism, drug addiction), 
and homosexuality. The clinical diagnostic cri- 
teria used will be described in another publica- 
tion. Statistical methods used have been de- 
scribed (3). 


RESULTS 


Kinds of Communication of Suicidal 
Ideas.—The most striking finding was that 
over two-thirds (69%) of the entire group 
communicated their suicidal ideas (Table 
1). The ways of communicating these ideas 
were highly varied, requiring 26 categories* 
to group the responses of the 134 persons 
(Table 1). The most frequent manner was 
a direct and specific statement of the in- 
tent to commit suicide (41% of the entire 
group). There were, however, many other 
ways of communicating suicidal ideas. Ex- 
amples presented below suggest the variety 
of communications of individual persons. 


Manic-depressive depression group.—(a) 64- 
year-old man. Frequently said that he wanted 
to die, that his family would be better off when 
he was dead, and that he was going to commit 
suicide. He threatened to drink a solution of 
Drano. He began to fear that he would hurt 
himself and was taken to the hospital by his 
wife. (b) 58-year-old man. He said he would 
be better off dead. He put his affairs in his 
wife’s name. On being told he was going to the 
hospital, he said, “I know I'm not coming 
back.”® He spoke frequently of doing the 
“Dutch” act and often went through a panto- 
mine of shooting himself in the head, saying, 
“If I had a gun I'd do it myself.” He made two 
suicide attempts in the 8 weeks preceding his 
successful suicide. (c) 59-year-old woman. 
She spoke frequently of wanting to die, of 


TThese 26 ways include 25 which were direct verbal 
references to suicide and death or to the possibility 
of imminent death, and 1 which was non-verbal, a 
suicide attempt. The occurrence, for example, of feel- 
ings and expressions of depression, of hopelessness, 
of illness, and of being a burden will be considered 
later in the paper. 

8The quoted statements throughout the paper are 
verbatim quotes from interviews. 


fearing that she would kill herself, and of 
wanting to jump in the river. Shortly before 
her suicide she frequently said, “If I don’t get 
better, I'm going to stick my head in the 
oven.” She did indeed finally commit suicide by 
putting her head in an oven in a closed room. 
(d) 42-year-old woman. The night before her 
suicide, while combing her 16-year-old daugh- 
ter’s hair, she suddenly (and quite unchar- 
acteristically) asked, “What would you do 
without me?” Her husband stated that on 
the morning of the day of her suicide she was 
sweeter and more attentive than ever before, 
“She kissed me better than she ever had be- 
fore.” 

Chronic alcoholic group.—(a) 37-year-old 
man. The night before his suicide he told 
his friends in a tavern that they would see 
his death notice in the newspapers on Thurs- 
day. This actually happened, since he bor- 
rowed a gun from his brother-in-law on Wed- 
nesday and shot himself that evening. (b) 37- 
year-old man. This man spoke repeatedly of 
wanting to die, of being better off dead, and 
of his family being better off if he were dead. 
He told his 6-year-old child that he was going 
to kill himself. His anguished and pathetic 
communications to his current wife (“Mom- 
my, I’m going to have to go away.” “Mommy, 
where are you going to bury me ?” “Mommy, 
I won't be here in the morning. I’m going to 
die tonight.” “Oh, Mommy, come and sleep 
with me this one night more, and hold me 
tight, I’m so afraid.”) contrasted with his bit- 
ter telephone statement to his ex-wife (“Come 
out and see my grave sometime”). On the day 
of his suicide he took a religious medallion 
with him (which he had never done before). 
Just before his suicide, he called the mother 
of his ex-wife and told her to burn a candle 
for him. (c) 56-year-old woman. She won- 
dered, to her son and relatives, how quick 
death by hanging would be. A week before her 
death she said, “If things don’t change in a 
week, I am going to hang myself by Novem- 
ber 25.” However, she did not wait until the 
25th, but hanged herself on November 23. 
(d) 34-year-old woman. She spoke of killing 
herself on many occasions. On the day of her 
suicide, she said to her husband, “This is the 
last time I will see you.” She committed 
suicide 2 hours later. 

Miscellaneous group: (a) 45-year-old man, 
dying from carcinoma of the lung. On the 
day before his suicide he spoke aloud to a 
friend who had died in 1950. “Wait, George, 
don’t get too far ahead, I'll be coming soon.” 


On the night before his suicide he pleaded with 
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TABLE 1 


Twenty-Six Kinps or COMMUNICATION OF SUICIDAL 
IpEAs IN Persons Have CoMMITTED SUICIDE 


Manner of Communication 


Statement of intent to commit suicide 

Better off dead ; tired of living 

Desire to die 

Suicide attempts 

References to methods of committing suicide 
Dire predictions + 


Statement that his family would be better off if he were dead 15 


References to dying before or with spouse 
Putting affairs in order, or planning to 
Can’t take it any longer ; no other way out 
References to burial or to grave 


Statement of not being afraid, or being afraid, to die 


Talk about suicides of other people 
The game is over ; this is the end 


Insistent that spouse not buy new things for him 
Called old friends whom not spoken to in 10 years 


Miscellaneous * 


Total communicating at least 1 suicidal idea 


No communication of suicidal ideas 


Men 
N=103 
% 


Women Total Group 

N=31 N=134 
% * 

4l 41 

26 

23 

19 

20 

17 


_ 
| 


74 
26 31 


* The percentages total more than 100% because some persons used more than 1 kind of communication. 
+ hese included such statements as, “I won't be here tomorrow” ; “You'll find a dead man in the street” ; 
“I am going to get off the face of the earth” ; “Don’t be surprised if you find I walked into the water” ; 


“I know I'm not coming back (from the hospital)” ; 


“Some day you'll find me dead” ; “Buddy, goodbye 


now, you don’t know how you're going to find me’; “This is your last kiss’ ; “I'll never leave alive” ; 
“This is the last time I will see you” ; “By that time it will be too late (when physician referred her to a 
psychiatrist)” ; “You won't see me again except in a hearse” ; “I won't be here Thursday”; “If something 


happens to me, don't be surprised.” 


* These included such statements and actions as, “I’m going to throw everything in your lap (to son)” ; 
“I will not die a lingering death” ; “I'm ready to go"; “You'd better watch me, I'm not responsible for 
what I do” ; “Wait, George (to dead friend) don't get too far ahear ; I'll be coming soon” ; asked daughter 
night before suicide, ‘What would you do without me ?” ; phoned ex-wife’s mother and asked her to burn 
a candle for him ; repeatedly went through a pantomime of shooting himself (without a gun in his hand). 


his wife, “I saw your (deceased) father, and 
I could take you to him if you want to go.” The 
wife refused. (b) 62-year-old man with an 
undiagnosed psychiatric illness. A year prior 
to his suicide he suggested that he and his wife 
commit suicide together. On the afternoon of 
his suicide, he turned as he was leaving his 
place of business and, with a flamboyant 
gesture, said to his employees, “Goodbye, 
everybody !” (One of these employees who had 
been with him 20 years said that he had 
never before said goodbye when leaving in 
the afternoon.) (c) 31-year-old man with an 
undiagnosed psychiatric illness. During the 
§ months preceding his suicide he spoke re- 
peatedly of wanting to die and of committing 
suicide. On one occasion he pointed a gun 


at his wife and threatened to kill her and 
himself. On another occasion he held a knife 
to his bare chest and taunted his wife saying, 
“I wonder how it would feel.” On a third oc- 
casion he took his wife down to the basement, 
put a rope around a beam, made a hang- 
man’s noose, put his head in it and said to 
his wife, “I wonder how it would feel.” (d) 
62-year-old woman, dying of lymphosarcoma. 
During the 3 weeks prior to her suicide she 
had repeatedly said, “I'm through. I’m 
whipped. This is the end. I can’t take it any 
longer.” During the final week she added, “I 
will not die a lingering death.” On the morn- 
ing of her suicide, she kissed her husband 
goodbye as he was leaving for work and said 
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to him, “Darling, this is your last kiss.” She 
committed suicide later that morning. 


As these examples and the data in Table 
1 show, the communicated suicidal ideas 
covered a wide range of explicit state- 
ments and of (inferred) emotional states. 
Most of the statements showed preoccupa- 
tion with suicide, with methods of com- 
mitting suicide, and with death. It was 
striking that in the vast majority of in- 
stances the relatives and friends did not 
regard these communications as efforts to 
manipulate the environment by playing on 
the emotions of the hearers. Instances of 
taunts (subject (b) in the miscellaneous 
group above), were rare. A small minority 
(5% of the total number of communications ) 
appeared to be bitter and hostile. The 
majority were considered as expressions of 
anguish, hopelessness, and defeat, and 


the wish to disappear (“I am going to get 
off the face of the earth.” “You'll never see 
me again”). 

Men and women did not differ signifi- 
cantly in the frequency of suicidal com- 
munication (Table 1). 

Other Features of the Communication of 
Suicidal Ideas: In addition to analyzing 
the content of the suicidal ideas and the 
proportion of persons expressing them, 
other features, including frequency, time 
of expression, and to whom expressed, were 
studied (Table 2). Almost two-thirds (65%) 
of the persons used more than one type of 
expression. The mean number of ways per 
person of expressing suicidal ideas was 3.2. 
In the majority of instances, expressions of 
suicidal ideas were diverse even for indi- 
vidual persons. The ideas were communi- 
cated, on the average, to 2 different groups 


TABLE 2 
Some FEATURES OF THE COMMUNICATION OF SUICIDAL IDEAS 


Men Women Total Group 
N=70 N=23 N=93 
Kinds of suicidal ideas 
Mean number per person 3.4 2.6 3.2 
Proportion of persons with >1 way of communication (%) 68 57 65 
Maximum number in any 1 person 12 7 12 
To whom expressed 
Spouse (%) 65 43 60 
Relatives, including in-laws (%) 50 57 51 
Friends (%) 34 39 35 
Job associates (%) 5 4 5 
Physicians (%) 13 35 18 
Others : ministers, police, landlady (%) 5 4 5 
Mean number per person * 1.8 1.9 1.8 
Repeated vs. infrequent expression 
Repeatedly (%) 66 70 67 
Once or at most a few times (%) 34 30 33 
Time of first expression of suicidal ideas 
Within 1 year of suicide + (%) 74 70 73 
More than 1 year, with an increase within 1 year (%) 10 22 13 
More than 1 year, without an increase within 1 year (%) 16 8 14 
Considered a genuine warning by respondents 
Genuine (2%) 69 87 73 
31 13 27 


Not genuine * (%) 


*This number is not the mean number of individuals to whom the suicidal person communicated his intent, 
but is the number of different groups of individuals to whom a suicidal communication was made. (Only 
the category spouse necessarily refers to a single individual.) 

fit is striking that 39% of the men and 52% of the women (43% of the total group) first expressed sui- 
cidal ideas within 3 months of the time of their suicides. 

XScored as “not genuine’ if there were occasional instances when the person to whom suicidal idea was 
expressed felt it was a threat and that it did not signify a real intent to commit suicide. It was scored 


this way even if there were other times when the statement of suicidal intent was considered genuine. 
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TABLE 3 
COMMUNICATION OF SvuicipAL D1acNnostic Groups 


Diagnostic Group 


Manic-depressive depression® 
Chronic alcoholism} 
Miscellaneous illnesses* 


Total 


*42 men and 18 women. 
+27 men and 4 women. 


Number and Proportion Communicating 

by Any Means (see Table 1) 
Women 

% No. 

69 12 

74 


Men Total 


62 
68 


23 


*34 men and 9 women, including, among the men, 4 chronic brain syndromes, 3 schizophrenics, 1 drug 
addict, 17 undiagnosed psychiatric illnesses, 3 insufficient information for diagnosis, 3 with terminal medical 
illness, and 3 who apparently were clinically well; and, among the women, 1 chronic brain syndrome, 2 
terminal medical illnesses, 1 conversion reaction associated with drug addiction, 3 undiagnosed psychiatric 


illnesses, and 2 insufficient information for diagnosis. 


+Percentages not calculated, less than 10 women in each group. 


TABLE 4 
SpeciFic STATEMENT OF INTENT TO ComMmiT SvuicipE: D1acNnostic Groups 


Manic-depressive depression 
Chronic alcoholism 
Miscellaneous illnesses 


Women 
No. %* 
5 28 
40 + 
+ 


1342 


*Percentages based on total diagnostic groups, not just those persons communicating suicidal ideas. 
+Percentages not calculated, less than 10 women in each group. 


(footnote, Table 2); and in two-thirds 
(67%) of instances the communications 
were repeated. Thus, not only did the com- 
munications occur in a high proportion of 
cases but they tended to be multiple, re- 
peated, and expressed to a number of dif- 
ferent persons. 

A question arises whether these commu- 
nications were of long standing or reflected 
only a current preoccupation with suicide 
and death. In almost three-quarters of the 
persons (73%) these ideas had been ex- 
pressed for less than 1 year and in 43% for 
less than 3 months. Of the remaining 27%, 
13% of those who had expressed these ideas 
prior to 1 year ago had shown an increase 
in the frequency of the communications 
within 1 year. Therefore, 86% of the persons 
who were reported to have expressed sui- 
cidal ideas had recently expressed them for 


the first time or had shown a recent intensi- 
fication of these ideas. 

Since all these persons had in fact com- 
mitted suicide, one might expect respond- 
ents retrospectively to change their opinion 
as to whether the threat of suicide had been 
genuine. It was of interest, however, that 
one-quarter of the respondents still reported 
that they thought that at times the suicidal 
ruminations had not been genuine (Table 
2). There were others who felt that the 
communications were genuine but were 
nevertheless irritated and angered by them. 

In Table 2 the only difference between 
men and women which was statistically 
significant (significance ratio, 2.27) was 
the greater proportion of women who com- 
municated suicidal ideas to their phy- 
sicians. This may be a reflection of the fact 
that a greater proportion of the women than 


: 

No. 

29 

20 

21 7 28 

Men Total Group 

iF No. %* No. %* 

18 43 23 38 

Be 15 56 19 59 

Si 9 26 13 31 
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of the men were seen by physicians for their 
psychiatric symptoms within a year prior 
to their suicides. 

Relation of Communication of Suicidal 
Ideas to Clinical Diagnosis—For purposes 
of the present report, the suicides have been 
divided into 3 groups by clinical diagnosis : 
Manic-depressive depression,® chronic al- 
coholism, and a miscellaneous group. (See 
Table 3). No significant differences were 
found between the groups as to the num- 
ber who communicated suicidal ideas. A 
comparison of the 3 groups with respect to 
the variables in Table 2 shows that the 
chronic alcoholics significantly more fre- 
quently expressed a greater variety of sui- 
cidal ideas than the other 2 groups (means : 
alcoholics 4.2, manic-depressive depressions 
3.1, and miscellaneous group 2.5). There 
were no differences among the diagnostic 
groups with regard to whom the ideas were 
expressed, to whether the expression was 
repeated, and to the time of first expressing 
these ideas. The suicidal communications of 
the chronic alcoholics were considered to 
be not genuine (see footnote to Table 2 
for definition) in 46%, of the miscellaneous 
group in 25% and of the manic-depressive 
group in 17%. The difference between the 
alcoholic and manic-depressive groups was 
statistically significant (significance ratio, 
2.52). 

More of the chronic alcoholics made the 
specific statement of intent to commit sui- 
cide than did the manic-depressives (sig- 
nificance ratio, 1.92) or the miscellaneous 
group (significance ratio, 2.41) (Table 4). 
Since in Table 3, the chronic alcoholic 
group also had the highest proportion who 
communicated suicidal ideas (although not 
statistically significant ), there may be a real 
but slight tendency for the chronic alco- 


®This diagnostic term is used to include also psy- 
chotic depressive reaction and involutional melan- 
cholia. The relations between the diagnoses of manic- 
depressive depression and neurotic depressive reaction 
will be discussed in another paper. Here it should be 
pointed out that there was no patient who had only 
a phobic, anxiety, obsessive, or conversion reaction. 
It is the belief of the authors that what is ordinarily 
called neurotic depressive reaction, in the absence of a 
pre-existing clinically evident neurotic disorder, is 
a manic-depressive (or psychotic) depression without 
delusions or grossly apparent psychomotor retardation. 


holics to be more communicative in this 
respect. 

Relations of Communication of Suicidal 
Ideas to Selected Social Variables (Table 
5)—Sex, age, marital state, socio-economic 


TABLE 5 


Tue RELATION OF THE COMMUNICATION OF 
SuicmipaL IpEAs TO SELECTED SOCIAL 
VARIABLES 


Social Variables Proportion Who 
Communicated 


Suicidal Ideas 


Sex 
Men (N=103) 
Women (N=31) 
Age 
<44 (N=36) 
44-59 (N=45) 
>59 (N=53) 
Marital State 
Married (N=83) 
Not Married (N=51)°* 
Religion 
Protestant (N=60) 
Catholic (N=30) 
Jewish (N=6) 
None (N=20) 
Other Members of Household 
Immediate Family (N=90) 
Other Relatives (N=13)* 
None (Living alone) (N=30) 
Income (Annual) 
<$3000 (N=28) 
$3000-$5000 (N=43) 
>$5000 (N=24) 
Education 
8 grades or less (N=59) 
>8 grades (N=45) 
Occupation 
Lower status (N=52)° 
Higher status (N=72)° 69 
* Not married includes never married, divorced, 
separated, and widowed. 
+ Percentage not calculated ; N is less than 10. 
X Includes 2 persons living with friends. 
© Lower status—lower than skilled workers ; higher 
status—skilled workers or higher. Housewives’ occupa- 
tional statuses were classified according to their hus- 
bands’ occupations. 


status, religion, and whether living alone or 
not did not significantly affect the propor- 
tion of suicides who communicated their 
suicidal ideas. 
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Relation of the Communication of Sui- 
cidal Ideas to the Leaving of a Suicide 
Note—Of the 93 persons who had commu- 
nicated their suicidal ideas, 37% left a sui- 
cide note ; of the 41 persons who did not 
communicate their suicidal ideas, 27% left a 
note. Therefore, there was no significant 
relationship between prior communication 
of suicidal ideas and leaving a suicide note. 

Psychiatric and Medical Care—The direct 
communication of suicidal ideas and of 
preoccupation with death has been dis- 
cussed. The question arises whether these 
were isolated statements and actions in 
persons who gave no clear evidence of be- 
ing clinically ill. From the diagnoses pre- 
sented in Table 3 it is evident that only 3 
persons, all men, could be considered clin- 
ically well. In the remainder of the suicides 
(131 persons), there was little or no ques- 
tion of the presence of either a terminal 
medical illness or a psychiatric illness, even 
though a clear-cut diagnosis could not al- 
ways be made in the latter group. People 
in whom a clear-cut diagnosis could not 
be made were considered psychiatrically 
ill if they had a multiplicity of psychiatric 
symptoms or disturbances in behavior. In 
the manic-depressive group, the symptoms 
and behavior disturbances were usually of 
only a few months’ duration, whereas, in 
the chronic alcoholics, the disturbances 
were of at least 5 years’ and more fre- 
quently of over 10 years’ duration. In the 
vast majority of instances, therefore, the 
suicidal ideas and the eventual suicide 
were the accompaniments and culmination 
of an obvious and severe psychiatric dis- 
turbance. The respondents knew the sui- 
cides were clinically ill not only because 
they directly communicated suicidal ideas 
but also because they had other symptoms 
—for example, depression, loss of interest, 
joylessness, anorexia, weight loss, insomnia, 
job disability, delusions, and excessive al- 
coholic intake with its consequences. These 
perceptions of the respondents are sup- 
ported by the findings that within the year 
preceding the suicide, over 50% of the 
group had had medical or psychiatric care 
for psychiatric disease, including approxi- 
mately one-fifth who had seen a psychiatrist 
and some of whom had been in a psy- 
chiatric hospital. It is noteworthy that an 


uncomplicated “neurosis” (anxiety reaction, 
conversion reaction, or obsessive-compul- 
sive reaction) did not occur in any person 
in the study. Communication of the possi- 
bility of suicide, therefore, involves not only 
the direct allusions to suicidal ideas by the 
suicidal person but also the awareness on 
the part of the respondent that this is not an 
“ordinary kind of nervousness” (a quote 
from a respondent) even in a severe form, 
but that there has been a recent change in 
the person or that his uncontrolled alco- 
holism has got him into serious difficulties. 


Discussion 


Methodological Considerations—This is 
probably the first study of an unselected 
series of suicides in which relatives and 
other relevant persons were systematically 
interviewed shortly after the suicide. As 
to the validity of these respondents’ reports, 
we can only point out that the descriptions 
of the illnesses from which the suicides 
suffered were detailed and coherent enough 
to allow a specific diagnosis to be made 
in 82% of the cases, although the diagnostic 
features of these illnesses were unknown to 
the respondents. This suggests that the 
respondents were reasonably accurate ob- 
servers of these phenomena. The whole 
problem of the validity of psychiatric his- 
tories taken from relatives or even from 
patients themselves is a largely neglected 
area in psychiatric investigation. 

There are certain hiatuses in our knowl- 
edge of the suicides which are inevitable 
when the ill person himself is not examined. 
These, however, do not seem especially im- 
portant for the purposes of the present pa- 
per. With regard to communication, the 
recipient of the communication is as inte- 
gral a part of the communication process 
as is the communicator, and it may be as 
valuable to interview the recipient as it is 
to interview the communicators. In fact, 
it is our impression that we received a more 
extensive, lucid, and verbatim report from 
the respondents about the communication 
of suicidal ideas than it is possible to obtain 
from suicidal patients themselves. 

It should be emphasized that the reports 
of suicidal communications, although strik- 
ingly frequent in these persons, probably 
represents only a minimal figure. It is 
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likely that at least some of the 31% of the 
suicides whom we report as having not 
made a suicidal communication actually 
had made such communication to someone 
who was not interviewed or had made one 
to the respondent interviewed which he 
subsequently forgot or did not tell us. 

Communication of Suicidal Ideas—Our 
most striking finding was that two-thirds 
of the persons who commit suicide com- 
municate their suicidal ideas and preoc- 
cupation with imminent death prior to the 
suicidal act. Persons who talk about suicide 
may, therefore, very well commit it. In the 
majority of instances these communications 
are repeatedly verbalized, diverse in con- 
tent, and expressed to many different per- 
sons. In three-quarters of the suicides who 
communicated their suicida] ideas, their 
expression is of recent onset and is not 
found in the persons’ usual behavior. The 
vast majority of these persons were clin- 
ically ill prior to their suicides, and half 
of them had received medical or psychia- 
tric care for their psychiatric illness. There 
were, therefore, 2 factors involved in com- 
munication of suicidal ideas: the direct 
expression of such ideas, and the percep- 
tion by the relatives, physicians, and often 
by the suicidal person himself that he was 
ill, or at least very different from his usual 
self. 

Analysis of the Results as a System of 
Communication—We were greatly aided 
in this analysis by the formal description 
of the process of communication by Hov- 
land and his colleagues(4,5). The study of 
communication requires the investigation 
and analysis of 4 factors(5) : (a) The one 
who makes the communication, that is, the 
suicidal person. (b) The content of the 
communication. (c) The audience respond- 
ing to the communication (relatives, 
friends, job associates, physicians, and 
others). (d) The responses made by the 
audience. 

(a) The communicator. Since these per- 
sons committed suicide, it must be accepted 
that they wanted to die. Perhaps the most 
easily understood behavior would have 
been for the person to decide to kill him- 
self and to do so without any communica- 
tion. Since this did not happen in the ma- 
jority of instances, what are some of the 


possible explanations ? There are at least 4. 
The first 3 possibilities imply a specific pur- 
pose in making the suicidal communication. 
First, the person is ambivalent about dy- 
ing, both wanting and not wanting to, or 
being afraid of dying. His communications 
may be considered as a means of bringing 
his plight to the attention of others so that 
they can help him. Second, the communi- 
cations may reflect the desire to warn the 
audience of what the communicator is 
about to do and, therefore, in some way 
prepare them for his death so that it will 
be less of a shock. Third, even though he 
wished to die, the communications are also 
meant as taunts or threats. A possible sub- 
category would consist of this hostile use of 
the communications without a genuine de- 
sire to die. This subcategory probably oc- 
curred only once in this series, since only 
one of these deaths appeared to be acci- 
dental resulting from a spurious suicide 
attempt. The fourth possibility contrasts 
with the first 3 in that it does not imply a 
specific purpose. The nature and conse- 
quences of the illnesses from which these 
persons suffer might be such that the per- 
son becomes so preoccupied with ideas 
of suicide and death that he is merely ex- 
pressing the content of his thoughts, rather 
than trying to achieve any particular goals 
through his suicidal communications. In 
analyzing our data (see especially Table 1) 
we have the impression that all 4 explana- 
tions are relevant in some cases, but that 
the fourth possibility is the most common 
reason for the expression of suicidal ideas. 

(b) The content of the communication. 
The contents have been described in de- 
tail. The outstanding characteristic is that 
they probably tended to produce anxiety 
and arouse fear in the respondents. 

(c) The audience. The chief characteris- 
tics of the audience relevant to the present 
analysis are: whether those who received 
the suicidal communications desired the 
death of the communicator, were indifferent 
to it, or were distressed by it. As far as 
could be ascertained from our interviews, 
only a very small minority of the respond- 
ents appeared to desire or welcome the 
death of the suicidal person, or to be in- 
different. The indifference did not appear 
to be complete ; the suicide was at least 
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unwelcome and unpleasant to this group. 
By far the largest number of respondents 
were genuinely distressed and upset by 
the suicidal death. 

(d) Responses of the audience. The ma- 
jority of the respondents expressed a feeling 
of marked tension. They were being re- 
peatedly warned of the possible or even 
probable occurrence of a dire event about 
which they could do nothing definitive. 
They did not feel able either to prevent the 
suicidal act or to ameliorate the psychiatric 
illnesses. Nor had they been able to turn 
total responsibility for the person over 
to anyone else. Although half of the sui- 
cidal persons had been seen by a physician, 
only 6% were in a hospital at the time of 
their suicides. In the majority of the re- 
maining cases, therefore, the respondent 
felt some degree of responsibility for the 
suicidal person prior to and at the time 
of the suicide. 

What then are the ways in which the 
respondents attempted to deal with this 
dilemma ? Their attempts will be analyzed 
in accordance with the discussion of Hov- 
land, Janis, and Kelley(5) concerning audi- 
ence response to what they term fear- 
arousing appeals. The work of these authors 
is based on an experimental situation in 
which the communicator was, for the most 
part, directly threatening the audience 
with pain, cancer, etc., if they did not take 
care of their teeth properly. In spite of the 
marked differences between this experi- 
mental situation and the present study, 
many aspects of their analysis are never- 
theless applicable. Like their respondents, 
our respondents tended to deal with the 
dilemma in 3 ways :?° 1. By changing their 
original attitudes toward the communica- 
tion itself; 2. By changing their attitudes 


10It must be emphasized that we do not have sys- 
tematic data concerning the respondents’ ways of deal- 
ing with this dilemma. Not only were these sorts 
of questions not asked systematically in the ques- 
tionnaire but also too close questioning of the 
respondents concerning their own feelings or actions 
tended to break up the interview. The ways to be 


described in which respondents dealt with this 
dilemma, therefore, will represent examples where 
we have clear evidence that at least a few of the re- 
spondents used this technique. This area of audience 
responses appears to be a fruitful one for further 
research on the nature of suicide. 


to the communicator ; 3. By changing their 
perceptions of their own roles in this situ- 
ation. 

Changes toward the communication itself 
included the following: The outright re- 
jection of a fear-arousing communication, 
when after the first rush of dismay and 
alarm, the respondents began to regard the 
possibility of suicide as improbable (“I 
thought he didn’t really mean it.” “I didn’t 
think it would happen.”) or, if possible, 
then perhaps at some remote time (“He 
might do it but not now. Maybe if he gets 
worse” ). Since it was usual for the suicidal 
person to communicate his suicidal ideas 
repeatedly and over a period of time, the 
respondents began to discount their seri- 
ousness because of their frequent repetition 
with no suicidal action having been taken 
(“She had been saying it for so long I 
became more used to it”; “He’d said it so 
many times, I just began to hope it would 
never happen.” ). Finally, we have the im- 
pression that a very high level of anxiety 
in the respondent acted directly in some 
fashion to reduce his panicky and severely 
distressful reactions to the suicidal com- 
munication (“I just got worn out with the 
constant worry” ). 

Changes in attitudes towards the suicidal 
person included the following: After the 
initial shock and belief that the suicidal 
person might commit suicide, the respond- 
ent would cease to believe that the suicide 
would happen because, “He had never 
talked or acted this way before. It just 
wasn't him. He couldn’t do something like 
that.” Related to the preceding response 
was the belief initially that the person was 
ill and as a result he might commit suicide. 
This would then change to the idea that 
he was ill but not sick enough to commit 
suicide (“He’s sick but he’s not that much 
‘off ; he won't do it. He’s just not himself” ). 
In other instances the respondents became 
so angry and irritated at the suicidal per- 
son’s repeatedly making them anxious and 
distressed (“I got so mad at her constantly 
talking about it (suicide and death) that I 
just didn’t listen.”) that they rejected the 
significance of the communication. Finally, 
a mixture of anger and outright disbelief 
occurred when the suicidal person taunted 
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the respondent with his suicidal communi- 
cations. 

Changes in the respondents’ perceptions 
of their own roles: It was our impression 
that initially the critical considerations 
here were whether the respondent had little 
or no idea of what to do for the suicidal 
persons or whether he believed he should 
see a psychiatrist or other physician. In the 
cases where a psychiatrist or other physi- 
cian had examined the suicidal person and 
had not hospitalized him or had hospital- 
ized him only briefly, the respondents were 
left with the problem of a communicator 
who was in part their responsibility and 
for whom they knew nothing definitive 
to do. As a result, the original picture of 
themselves as being helpful and effective in 
getting the suicidal person to a physician 
was changed and they were left with an 
insoluble problem. It should be pointed 
out that there is a lack of realistic informa- 
tion concerning what a respondent should 
do when confronted with this kind of situ- 
ation. This is due to a lack of knowledge of 
the medical profession and not only of the 
respondents. No clear-cut information is 
available to physicians or to the public as 
to what should be done in this situation. A 
very real dilemma, therefore, confronts 
the respondent. 


SUMMARY 


1. A study of the communication of sui- 
cidal ideas by 134 consecutive suicides has 
been done by means of systematic inter- 
views with family, in-laws, friends, job 


associates, physicians, ministers, and others 
a short time after the suicide. 

2. Two striking findings were that over 
two-thirds (69%) of the suicides had com- 
municated suicidal ideas and that 41% had 
specifically stated they intended to com- 
mit suicide. In the majority of instances, the 
suicidal communications were of recent 
onset (months), repeatedly verbalized, and 
expressed to many persons. 

3. Another striking finding was that 98% 
of these persons were probably clinically 
ill prior to their suicides. 

4. The frequency of expression of sui- 
cidal ideas was not significantly related to 
age, sex, marital state, religion, whether 
living alone or not, clinical diagnosis, occu- 
pational status, income, or education. 
Chronic alcoholics had a somewhat greater 
tendency than the other diagnostic groups 
to make the specific statement that they 
intended to commit suicide. 

5. The communication of suicidal ideas 
was analyzed as a general system of com- 
munication with reference to experimental 
psychological studies. 
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AN EXPERIMENTAL STUDY OF THE RELATIVE EFFECTIVENESS 
OF VARIOUS COMPONENTS OF ELECTRO-CONVULSIVE 
THERAPY * 


N. Q. BRILL, M.D., EVELYN CRUMPTON, Pu.D., SAMUEL EIDUSON, Pu.D., 
H. M. GRAYSON, Pu.D., L. I. HELLMAN, Pu.D. anp R. A. RICHARDS, M.D.” 


Although ECT is used extensively in the 
treatment of emotional illnesses, it has 
never been firmly established whether it is 
the electrical current itself (and its effect 
on the brain) or the unconsciousness which 
is produced, or the resulting motor con- 
vulsion, or all three—which produce the 
beneficial effects. 

This study was undertaken to determine 
the extent to which each of these com- 
ponents contributes to the therapeutic ef- 
fectiveness of electroconvulsive treatment. 

Sixty-seven male patients with chronic 
schizophrenic reactions and 30 patients 
with schizoaffective disorders or depressive 
reactions were studied. Many of the pa- 
tients had received electroshock treatment 
previously with beneficial effect. Patients 
whose conditions and histories suggested 
that improvement with shock treatment 
could not be expected were excluded. 


The patients were assigned at random to 
one of 5 treatment groups ; orthodox ECT, 
ECT plus anectine, ECT plus pentothal, 
pentothal alone, and nitrous oxide alone. 

The regular ECT treatment involved the 
introduction of electric current into the 
brain with loss of consciousness and grand 
mal seizure. The ECT plus anectine treat- 
ment differed from regular ECT only in 
. having the major portion of the motor com- 


1 Read in full at the 114th Annual Meeting of 
The American Psychiatric Association, San Francisco, 
Calif., May 12-16, 1958. 

2 From the Veterans Administration Center (Brent- 
wood Neuropsychiatric Hospital) Los Angeles ; the 
Department of Psychiatry, University of California 
School of Medicine, at Los Angeles ; and The Neuro- 
psychiatric Institute. This study was supported in 
part by a grant from the Southern California Society 
for Mental Hygiene. 
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ponent of the grand mal seizure eliminated 
by the prior administration of 12-20 mg. 
of anectine. In the ECT plus pentothal 
treatment, the same elements were in- 
volved as in regular ECT except that un- 
consciousness was rapidly induced prior to 
each treatment. 

The two non-shock treatment types, pen- 
tothal alone and nitrous oxide alone, both 
involved repeated, rapid induction of un- 
consciousness but no electroshock. The 
usual duration of unconsciousness was quite 
similar for all of the types of treatment, and 
the length of time spent in the recovery 
room was held constant. 

Every effort was made to keep the pa- 
tients from knowing which treatment they 
were receiving. Electrodes were applied to 
all patients, regardless of type of treatment, 
and a minimal amount of cutaneous elec- 
trical current (20 milliamperes ) was briefly 
applied to the pentothal group. The sub- 
jects were assigned to the treatment groups 
by one person who had no knowledge of 
the patients and was not involved in their 
treatment. No one who was concerned with 
evaluation knew what treatment the patient 
was receiving. 

Treatment was given 3 times a week ; 
generally a course of 20 treatments was 
administered to each patient. All patients 
participated in the regular hospital ac- 
tivities program, but no individual or group 
psychotherapy was given during the period 
of active treatment. 


RESULTS 


Three different methods were used to 
rate improvement one month after the end 
of treatment. The three methods were : 1. 
Clinical psychiatric evaluation, 2. The Lorr 
Scale psychiatric rating scale, and 3. An 
analysis of a battery of psychological tests. 
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A fourth measure of improvement was de- 
rived by combining these 3 ratings and a 
patient was judged to have improved if 
he was rated as improved by at least 2 of 
the 3 different methods. 

The improvement percent for the total 
group was 49.7% on clinical evaluation ; 
52.1% as measured by the Lorr Scale, and 
45.7% by the psychological tests. Forty-nine 
point five percent were improved in 2 out 
of 3 of the scales. Regular ECT, ECT and 
anectine and nitrous oxide appeared to 
give somewhat higher improvement rates, 
but on statistical analysis the differences 
were no greater than might occur by 
chance. This is the case too, for the im- 
provement percentages in the shock vs. 
non-shock groups. 

Although no statistically significant bias 
existed in the placement of patients in the 
various treatment groups, they were not 
precisely equal in the actual proportion of 
schizophrenics and depressives. The groups 
with the best improvement rates (ECT and 
ECT with anectine) had the highest num- 
ber of depressives. This does suggest the 
possibility that the results are actually in- 
fluenced by this difference, even though 
the difference is not large enough to be 
statistically significant. 

To determine whether different results 
were obtained with the various treatment 
methods in the depressive group, we an- 
alyzed the results in the depressive group 
alone. We found that the improvement 
scores were not reliably affected by the 
type of treatment in spite of some apparent- 
ly marked differences in improvement rates 
—primarily because the percentages were 
based on a very small number of cases. 

It is possible that such differences as 
were found in the depressive group might 
prove to be significant in a larger number 
of cases (which would be consistent with 
the excellent response of depressed patients 
to ECT). However, for the schizophrenics, 
the number of cases is large enough so that 
the likelihood is excellent of obtaining 
similar results with a comparable group of 
patients ; i.e., no significant difference with 
the 5 methods of treatment. 

It is possible that the effective therapeu- 
tic component of ECT is the repeated rapid 
induction of unconsciousness in the patient 


which is a cataclysmic event both from the 
neurophysiological and emotional points of 
view. Another possibility is that the pri- 
mary therapeutic factor is the psychological 
meaning of the treatment to the patient. 
When patients are questioned about their 
feelings about shock treatment there is little 
doubt that they see it as a threat to their 
lives—judging from. their comparing it to 
“going to the electric chair” or fearing “that 
they'll be burned to a crisp,” or “never 
wake up.” To some it may fulfil desires 
for punishment, to others the hope for 
death and rejuvenation, and to others it 
may mobilize ego defenses and increased 
attention to reality—in the face of a treat- 
ment that is perceived as a threat to their 
very existence. 

Electroencephalographic, neurological 
and physiological examinations and tests 
performed before, during, and after the 
course of the treatments gave no evidence 
to substantiate the hypothesis that improve- 
ment with electroshock treatment was re- 
lated to the degree of organic impairment 
produced in the brain by the treatment. No 
implication is made that electroconvulsive 
treatment is not helpful. What is suggested 
is that the more traumatic components of 
ECT (i.e., the electricity and the convul- 
sions) might be eliminated without reduc- 
ing the effectiveness. 

It should be emphasized that the results 
of this study can be generalized only to 
comparable groups of patients. At first 
glance our results in treating depressions 
appear to conflict with the results of years 
of clinical experience—in that our 30 schizo- 
affectives and depressives did not respond 
significantly better to the 3 varieties of 
ECT than to the non-shock types. Perhaps 
twice the number of cases would have been 
enough to demonstrate statistically signifi- 
cant differences. It would, however, still 
be necessary to explain why nitrous oxide 
was more effective than ECT and pentothal. 

Finally, it is possible that our depressed 
patients being VA patients, had a larger 
component of character disorder than 
would be found in similar patients in other 
hospitals and therefore were not influenced 
as much by electrical treatment or one of 
its variations. 
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TWO-YEAR FATE STUDY OF PACATAL-TREATED PATIENTS 


PAUL E. FELDMAN, M. D.* 


Two years have elapsed since the writer 
reported upon the effects of Pacatal therapy 
upon a series of 130 chronically psychotic 
patients(1). At present a number of ques- 
tions pertaining to these patients seems per- 
tinent. 

How many of them are still being treated 
with Pacatal ? How does the present dos- 
age compare with the original therapeutic 
dosage ? Is there evidence that prolonged 
administration of Pacatal leads to tolerance 
formation ? Do side effects persist ? At the 
same frequency as observed earlier in the 
course of treatment ? How many of these 
patients have been released from the hos- 
pital and what has been their fate ? 

The answers to these questions were 
sought for by reviewing case histories, 
progress notes, interviewing patients, their 
physicians and ward personnel and by cor- 
responding with patients (and _ their 
families) who had been released from the 
hospital. 

As a labor and time saving device, the 
study was limited to 50 of the patients from 
the series who were selected on a random 
basis. No difficulties were encountered in 
obtaining the desired data, though it was 
presumed that the families of released pa- 
tients were not competent to judge toxicity, 
and this aspect of the inquiry was deleted 
from the questionnaires which were mailed. 


RESULTS 


Half of the patients are still receiving 
Pacatal or are no longer receiving any form 
of chemotherapy (9 on; 16 off). The 
reasons for discontinuing Pacatal varied 
from (a) persistence of side effects during 
the initial therapeutic period, to (b) a 
physician’s comment that the patient “was 
getting along fine without drugs.” 

The remaining half of the series are now 
being treated with other phenothiazine 
compounds. Their changes in medication 
were prompted by (a) persistence of side 
effects (as above), or (b) dissatisfaction 
with progress made by the patient. 


1 Director of Research and Education, Topeka 
State Hospital, Topeka, Kan. 


Of the 9 patients still receiving Pacatal 
(for an average of 3 years), 2 of them are 
still receiving their original dosage, 5 have 
had an average dosage reduction of 40% 
and 2 patients have had a 50% increase in 
dosage. These same 9 patients are at pres- 
ent completely free of any signs of toxicity, 
even though 6 of them originally had multi- 
ple side effects (blurred vision, constipa- 
tion, rash, dryness of mouth, hypotension, 
dizziness and drowsiness). These side 
effects appear to have dissipated completely 
with the passage of time. 

Eighteen patients (36%) have responded 
to Pacatal to the extent that they have 
been released from the hospital. Nine of 
them, since their release, are no longer re- 
ceiving any form of chemotherapy ; 4 are 
still receiving Pacatal and 5 have been 
changed to some other type of medication 
by their family physicians. Inquiry into the 
reasons for the latter varied from “I don’t 
know anything about Pacatal” to “I thought 
I would try something new,” the latter 
usually as a result of the physician having 
received an advertisement of a newer com- 
pound. 

A study, similar to this one, but on 
Thorazine-treated patients was made by the 
writer(2). Table 1 compares the findings 
in the two studies : 


TABLE 1 

COMPARISON OF PACATAL AND THORAZINE 

Two-YEArR FoLLow-Up 

Pacatal 
36% 
None 
8.5% 


Thorazine 
26% 
Some 
11% 


Release Rate 
Continued Toxicity 
Returns from Parole 
Hospitalized Patients 
still Receiving Drug 
Improvement Maintained 
for Two Years 
Tolerance Formation 
Maintenance Dosage 


18% 65.5% 


Yes 
None 
Smaller 


Yes 
None 
Smaller 


For all practical purposes, the findings 
in both studies are similar. The only signifi- 
cant difference appears to be in the per- 
centage of hospitalized patients still re- 
ceiving drug, and this difference is 
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explainable upon the basis of ‘the two 
years intervening between studies and the 
greater variety of potent compounds avail- 
able during the course of the Pacatal study. 


SUMMARY 


It may be implied from the data col- 
lected that tolerance formation does not 
occur and that the maintenance dosage is 
substantially smaller than the original 
therapeutic dosage. There is no evidence 
of continued toxicity and those patients 
treated continuously with Pacatal for 3 


years are remarkably free of side effects. 
Remission following Pacatal therapy ap- 
pears to be a stable one and only 8%% of 
the released patients have found it neces- 
sary to return to the hospital. 

The findings in this study are similar 
to those obtained in a 2-year follow-up 
study of Thorazine-treated patients. 
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MUSIC THERAPY FOR THE MENTALLY RETARDED 
FREDERICK EDWARD KRATTER, M. B.! 


Music as a means of psychomedical 
therapy has been recorded in the histories 
of the ancients and it has been known for 
a long time that soft, subdued music has 
a relaxing, soothing effect on the mentally 
disordered while stirring music has a rous- 
ing influence on the listener’s mood. 

Within the last decade music therapy has 
found its way into hospitals for the mental- 
ly retarded. The music so provided is par- 
ticularly remedial to the lower grade de- 
fectives with whom it is otherwise difficult 
to establish a personal rapport, and also 
to the maladjusted and psychopathic re- 
tarded. 

Rhythm bands are capable of exerting a 
therapeutic influence on emotionally un- 
stable defectives, enabling them to shed 
some of their tensions and aggressive 
trends, develop a sense of rhythm and in- 
crease group cooperation and teamwork. 
The patients’ increased rapport is of as- 
sistance to the physician and teacher in 
their efforts to render better service to the 
defective. 

The cooperation of defectives is achieved 
by using musical numbers of rousing char- 
acter such as marches, active songs and 
swing music which appeal to their kinaes- 
thetic sensory levels. The lower grade re- 
tarded cannot be reached in many cases 


1 Senior Clinical Psychiatrist, Letchworth Village, 
Thiells, N. Y. 


by means of the spoken word alone for 
they are either too dull, inattentive, dis- 
tracted or restless. It is precisely with such 
persons that rhythmic music can establish a 
personal contact between the therapist and 
patient. His interest and attenion are 
reached through the utilization of his 
lower brain centres (hypothalamus, thala- 
mus, cerebellum), and once his sensations 
and feelings are aroused, the infracortical 
levels stimulate the higher cerebral cen- 
ters, establishing “a reverberating circuit 
motion(1).” Music, therefore, serves as a 
link between the patient's id and ego. 

In order to reach the mood and tempo 
of the retarded, it is necessary to utilize 
appropriately selected music in slow and 
graded stages initially. Their response is 
a gradual one and with repetition and time 
they manifest an increasingly alert state of 
purposefully directed attention and con- 
centration until contact and volition are 
established. 

The presentation of music follows a stan- 
dardized sequence in form of rhythm, 
melody, harmony and pictorial association 
(RMHMP). The music must be chosen to 
fit the patient's frame and speed of mind. 
An apathetic, withdrawn defective would 
be more readily captured with music that 
is sad and slow rather than fast and gay 
and conversely, restless, inattentive pa- 
tients would be more easily reached by 
music with a loud, fast and cheerful tempo. 
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This procedure is expressed as the iso- 
principle. It denotes that the music’s initial 
quality and speed must be in “iso-relation” 
with the mood and tempo of the retarded 
patient. Once the instructor has musically 
worked himself into the patient’s mood and 
temporarily has held his attention, a shift 
of attention to a different tempo or mood 
can gradually be developed by the use of 
music of contrasting character. It it this 
“level attack” which finally achieves the 
therapeutic effect. 

During the affect determining intro- 
ductory period, compositions are selected 
to suit the defective’s current mood. Then 
gradually in phases and without any sud- 
den changes, increasingly stimulating, 
cheerful music is presented, which is de- 
signed to stimulate his powers of coopera- 
tion, imagination and associations. Rhyth- 
mic swing music has a particularly strong 
appeal and effect on the instinctive, kinaes- 
thetic, primitive functional levels of the 
defective. 

Joyful, fast, shrill, loud and vigorous 


music appeals to them most strongly, and 
it is apt to release pent-up energies and 
pleasurable sensations. Rhythmic music 
should also be combined with frequent 
dancing and singing lessons as such a 
complementary approach stimulates the de- 
fectives’ lower and higher brain centres 
most beneficially. 

In conclusion I should like to list some 
well tried classical numbers of rousing 
quality for purposes of music therapy for 
the mentally retarded: Hungarian Rhap- 
sody No. 2, Liszt ; Toreador Song, Bizet ; 
Perpetuum Mobile, Strauss; Pizzicato 
Polka, Strauss; Helen Polka, Wladyslaw ; 
Bumble Bee, Rimsky-Korsakoff ; Ever or 
Never, Waldteufel ; Skater’s Waltz, Wald- 
teufel ; Prelude Opus 28, No. 1, Chopin ; 
Egmont Overture, Beethoven; and Sixth 
Symphony, Third Movement, Tschaikow- 
sky 
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NARCO-STIMULATION 


ALBERT A. LAVERNE, M.D.! 


In 1951, the author discussed with Doctor 
L. J. Meduna(1), the originator of metra- 
zol convulsive therapy, the possibility and 
advantages of a technique which would 
allow the use of large doses of metrazol 
without the induction of convulsions, there- 
by utilizing the chemical action of the drug 
but avoiding the complications associated 
with any type of convulsive therapy. 

After 7 years of research in the use of 
metrazol in psychiatric treatment, the au- 
thor has been using convulsive and supra- 
convulsive doses of this preparation and 
has been successful in completely antag- 
onizing and inhibiting the convulsive re- 
action by the use of anesthetic doses of a 
hypnotic as pre-medication. 

“Narco-stimulation” is the phrase used to 
designate this chemical nonconvulsive 
therapy in which narcosis and central nerv- 
ous system stimulation are alternately pro- 


11200 Fifth Ave., New York 29, N. Y. 


duced. Its aim is to utilize a convulsive or 
supra-convulsive dose of an analeptic with- 
out the induction of convulsions and the 
resultant anxiety which is inherent in the 
conventional metrazol convulsive therapy, 
without, however, preventing the chemical 
stimulation of the analeptic upon the cen- 
tral nervous system. This mode of therapy 
is safe and has no significant side effects 
or contraindications. Since there are no con- 
vulsions produced, it may be given to 
otherwise poor candidates for the conven- 
tional convulsive therapies, and the neces- 
sary medical clearance may be less detailed 
and hence less expensive for the patient. 
The patient feels relaxed while under thera- 
py, and offers no resistance to the continua- 
tion of treatment. For this reason, he can 
be managed on an ambulatory basis. 


TECHNIQUE 
The patient is administered 1/75th grains 
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of atropine intravenously. Then through 
the same needle, the doctor injects 5 to 15 
grains of thiopental. When the therapist 
has determined that the optimum level of 
anesthesia is achieved, he gives, through 
the same needle, 5 to 15 cc. of a 10% metra- 
zol solution rapidly. The patient awakens 
in from 5 to 30 seconds with no convulsions 
in any form having been induced, and with 
little or no apparent anxiety. The vital 
signs have been relatively unaltered. Six 
to 20 treatments are required to produce 
clinical remission and these may be given 
daily. After 6 treatments, if the patient 
shows no improvement, this may be the 
result of treatment anxiety. An anesthetic 
dose of thiopental should then be ad- 
ministered following the awakening phase 
of subsequent treatments. 

Various analeptics such as Megimide, 
Picrotoxin, etc., may be used similarly. Two 
or more different analeptics may be com- 
bined in a compatible mixture and adminis- 
tered separately in sequence, for the same 
or alternate treatments. 

The therapist should be sufficiently ex- 
perienced in the management of anesthesia 
as induced by relatively large amounts of 
a hypnotic, otherwise it is recommended 
that he use an anesthetist. 


RATIONALE 
The use of the anesthetic thiopental as 


premedication completely antagonizes and 
inhibits the convulsive stimulation at the 
end organ which the subsequent analeptic 
would ordinarily induce, without, however, 
preventing the chemical stimulation of the 
analeptic upon the central nervous system. 
The exact mechanism is of action unknown. 
The following hypotheses are postulated : 

1. The large amount of analeptic intro- 
duced rapidly is the chemical equivalent 
of a convulsive or supra-convulsive dose 
in the form of an electrical discharge from 
all parts of the brain, but without the in- 
duction of a convulsion in any form. This 
supra-convulsive dose is far above the 
therapeutic dose used in the conventional 
analeptic convulsive treatment. 

2. The thiopental anesthesia depresses 
all electrical activity(3, 4) in the brain, 
both normal and abnormal. The subsequent 
rapid change produced by the analeptic 


creates a supra-maximal electrical discharge 
interrupting the feedback mechanisms 
which may have been responsible for the 
abnormal electrical impulses influencing 
the reverberating circuits in the brain(2). 

3. The physiological changes described 
may produce sustained beneficial circula- 
tory changes in the brain. 


TYPES OF PATIENTS 
This modification has been used with 


promising results on depressions, severe 
anxiety states, conversion hysterias, charac- 
ter neuroses, schizophrenics, certain types 
of manic-depressives, and obsessive com- 
pulsives. Its use in the treatment of geriatric 
patients in the preliminary observations is 
encouraging. 


RESULTS 


Of 25 experimental patients who were 
refractory to previous forms of treatment, 
a substantial number have shown signifi- 
cant and sustained clinical improvement 
up to six months followup. 

Eight of 6 schizophrenics, or 50% im- 
proved. The paranoids and mixed types 
responded the best. 

Four of 7 neurotics, or 57% improved. The 
depressions and anxiety states 1esponded 
most satisfactorily. 

One out of 2 behavior disorders improved. 

Improvement was defined as the ameli- 
oration of the presenting symptoms to such 
a degree, that the patient was able to re- 
sume relatively normal functioning in his 
environment. A consistent early response 
was cessation of nail biting in 4 patients 
who had indulged in this habit since child- 
hood without remission. 

Of 10 control patients treated only with 
anesthetic thiopental, 2, or 20% improved. 
In this group there were six schizophrenics 
and 4 neurotics. Of the improved in the 
control group, only one neurotic improved 
temporarily, and one made a clinical re- 
mission. 


The safe administration of a large dose 
of analeptic on humans effectively and 
rapidly reverses the deep levels of anes- 
thesia induced by barbiturates. Such ap- 
plication of analeptic can readily find clini- 


740 


CLINICAL NOTES 


[ February 


cal use in barbiturate poisonings whether 
by design as in suicide, or fortuitously 
during anesthesia in the operating room. 
The method is easily administered, can be 
conducted on hospitalized as well as am- 
bulatory patients and is relatively inex- 
pensive. 
SUMMARY 

1. A new modification of the convention- 
al metrazol convulsive therapy is des- 
scribed in which the chemical action of a 
large dose of an analeptic upon the central 
nervous system is utilized without pro- 
ducing convulsions in any form and com- 
pletely avoiding the anxiety which is known 
to be inherent in the convulsive treatment. 

2. The usefulness of this technique in 
accidental or suicidal barbiturate poison- 
ings is apparent, since it produces a rapid 
and effective reversal of barbiturate anes- 
thesia. 


3. The series described is limited in 


scope ; however, the clinical findings thus 
far observed warrant further investigation 
of the technique since it appears to be 
effective in a variety of psychiatric dis- 
orders. 

4. The method is safe and has no signifi- 
cant side effects or contraindications.” 
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CLINICAL RESULTS OF TRIFLUPROMAZINE (VESPRIN ) 
IN 132 PSYCHOTIC PATIENTS 


VERONICA M. PENNINGTON, M.D.! 


The aim of this and many other studies 
has been to find some practical means of 
shortening the hospitalization period for 
psychotic patients or making hospitaliza- 
tion, with its unwarranted stigma, un- 
necessary. 

Custom has relegated many mental pa- 
tients to state and private hospitals with 
a permanency not comparable with any 
other illness. Many patients need never be 
hospitalized since the advent of neurople- 
gic drugs or be at a lifetime disadvantage 
because of their stay on a psychiatric ward ; 
they can be cared for by clinics, private 
or state owned, stationary or traveling. 
Some patients will require weeks or months 
of intramural care while their medication 
is titrated to their own individual needs. 

Short term hospitalization on the plan of 
a general hospital is now feasible with the 
use of phrenotropic agents, and patients 
need not be isolated from and forgotten by 
their families. Long term hospitalization 
has fostered disability and dependence at 


12010 East Meadowbrook Rd., Jackson, Miss. 


the expense of the state and the lives of 
men, and created oversize state hospitals. 

Since double blind studies used during 
investigations of other phrenotropic drugs 
were not particularly revealing, this study 
with Vesprin utilized previous trials of 
each patient with other forms of treatment 
and other phrenotropic medications to as- 
sess and quantitate the qualitative action 
of Vesprin. 

Patients who refused oral medications 
were given Vesprin parenterally ; in addi- 
tion to these a group of 25 received their 
triflupromazine intramuscularly for two 
weeks to determine the local reaction. No 
tissue necrosis or any other untoward re- 
sults occurred. The action of parenteral 
Vesprin is quicker but the overall be- 
havioral potency seems to be no greater 
than that of oral Vesprin. 


RESULTS 


Case 1.—This 27-year-old college graduate 
had two admissions to a private sanitarium 
where electric and insulin shock treatments 
only partially relieved her symptoms. 


|| 
TAS 
al 
135 
AL 
q 
| 
- 
he 
— 


1959 ] 


CLINICAL NOTES 


741 


Diagnosis Greatly 


Considerably 


Slightly 


Improved Improved Improved No Change _ Side Reactions 

Schizophrenia 

Catatonic 15.6% 25% 37.5% 21.8% 
Schizophrenia 

Hebrephrenic 24.1% 19.3% 32.2% 24.1% 8% 
Mentally Deficient 40% 20% 40% 20% 
Arteriosclerotic 80% 20% 
Schizophrenia 

Paranoid 25% 16.6% 33.3% 25% 
Schizophrenia 

Mixed 50% 50% 50% 
Involutional 

Melancholy 100% 
Epileptic 66.6% 33.3% 
Huntington’s Chorea 100% 
Syphilitic Meningo- 

encephalitis 100% 
Schizophrenia 

Undifferentiated 50% 50% 
Manic-Depressive 100% 
Schizophrenia 

Affective 100% 


Length of Study 
Average age of patients was 
Average years hospitalized 


Average daily dosage of Vesprin was ..... 


77% of the group showed betterment. 


. 20 months 


18.18% of the group were restored to their pre-psychotic condition and are at home or 


ready to leave the hospital. 


9% had easily reversible, benign side reacti ons. 


At home she hid, locked the doors, refused 
to answer the phone, adopted a different name, 
age, and background. Shallowness of mood 
and affect, marked inappropriateness, delu- 
sions and hallucinations with complete lack 
of insight characterized her schizophrenic re- 
action. 

She was given 10 mg. of triflupromazine 5 
times a day and increased to 6 times a day. 
Manipulation of dosage indicated this was the 
amount necessary to maintain her betterment. 
She soon began to improve and did secretarial 
work in the hospital. After 3 months her schizo- 
phrenic symptoms gradually disappeared and 
she went home. She returns every 6 weeks for 
a checkup and is earning her own living doing 


secretarial work for the past year. She appears 
to be normal in every respect and continues 
to take 10 mg. of Vesprin 6 times a day. 


SUMMARY 


Vesprin (oral or parenteral) is an effec- 
tive phrenotropic agent in many acute and 
chronic psychotic cases. It is capable of 
restoring patients in all classifications of 
schizophrenia as well as in the manic-de- 
pressive, manic type groups. 

Because side effects are benign and 
dosage-controlled, Vesprin is a safe medica- 
ment in the hands of careful and experi- 
enced workers. 


CLINICAL NOTES 


EEG CHANGES WITH PROMAZINE 
R. E. REINERT, M.D." 


Of all the phenothiazine derivatives that 
have had extensive clinical trial, the one 
most frequently reported so far to cause 
convulsions is promazine. Convulsive 
seizures are usually listed among the com- 
plications of chlorpromazine but the evi- 
dence has not been very convincing. Even 
with high doses as used by Kinross-Wright 
(1) and others, apparently one is not 
struck by the epileptogenic tendencies of 
the drug. Goldman(2) reports an incidence 
of 52 convulsions out of 1,227 cases treated 
with chlorpromazine, but all of these had a 
history indicating seizure potential. He con- 
cluded that convulsions were an unrelated 
phenomenon. 

With regard to the use of promazine 
there have beer several convincing reports 
which indicate convulsions as a complica- 
tion(3 and 4). Furthermore, there is evi- 
dence that raising the dosage increases the 
frequency and incidence of convulsions. In 
dosages of promazine ranging from 1600 
mg. to 3600 mg. the incidence of convul- 
sions may be well over one-third. In a 
study of the effects of high dosage of pro- 
mazine done by Meiers and Barnard(5) on 
21 patients, 11 had convulsions and 8 of 
these had no previous history of convul- 
sions. 

This study is a report of the EEG findings 
on 10 schizophrenic patients given proma- 
zine in high doses and chosen primarily 
because they had not benefited from chlor- 
promazine. The EEG data were gathered 
prior to, during and following medication, 
and include cases in which the experiment 
was repeated a second time. The EEG 
recordings were made at regular intervals, 
some cases being followed for as long as a 
year, and they were done at all levels of 
the dose range of promazine. A total of 75 
tracings were done on the 10 patients. 

Every variety of result was obtained. 
There were 3 patients whose bi-monthly 
EEG tracings remained normal for 2 months 
on promazine dosages of 2000 to 2400 mg. 
daily, even though 2 of these patients each 
had one convulsion. 


1VA Hospital, Topeka, Kans. 


There were 3 patients who had border- 
line abnormalities of the EEG prior to 
beginning promazine and one of these had 
a history of seizures. In all 3 cases, there 
were seizures and the EEG tracings showed 
a marked increase in abnormalities when 
promazine in doses of 1600 mg. or over 
was given. 

The correlation between the height of 
the dose of promazine and the degree of 
EEG abnormality was fairly striking, al- 
though by no means perfect. One patient 
who had random slowing in anterior leads 
but no focal abnormalities or asymmetry 
pretreatment, showed diffuse dysrhythmia 
at 1600 mg. daily of promazine, medium 
voltage slow in bursts and runs over the 
whole brain at 2400 mg. and a highly dis- 
organized record with runs of high ampli- 
tude, slow waves at 3200 mg. It is interest- 
ing that reducing the dose of 2000 mg. 
from the 3200 was followed by a normal 
EEG. This phenomenon was observed with 
3 of the 10 patients and seemed consistent 
with an impression we had that convulsions 
were more apt to occur after sudden large 
increases of promazine dosage than they 
were to occur on large but continued 
doses. 

There were 4 cases in which the EEG 
was normal prior to treatment and became 
abnormal during treatment. In only one of 
these cases did the EEG become grossly 
abnormal, and this was also the only one 
of the 4 with convulsions. This particular 
case was followed for a year and also 
showed the striking correlationship between 
the height of the drug dosage and EEG 
abnormality, with the critical range being 
between 1600 mg. and 2400 mg. of pro- 
mazine daily. 

All EEG records reverted to the pre- 
treatment status following cessation of the 
drug. The high incidence of convulsions 
and EEG abnormalities may be related to 
the way the drug was given ; namely high 
initial doses of 600 to 1000 mg. the first 
day and increasing to maximum by incre- 
ments of 400 mg. 
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This report ? deals with a study that was 
undertaken to determine the effect of a 
new phenothiazine derivative in the hos- 
pital management of agitated and violent 
psychotic patients. 

The authors carried this out at the psy- 
chiatric department of the Philadelphia 
General Hospital, a separate 268 bed unit 
designated for “acute treatment.” The fol- 
lowing are the results determined after the 
first 2% month period. The average number 
of therapy days per patient was 25.6 days. 
A total of 100 patients were placed on 
Vesprin ; 52 male—48 female, 49 white—51 
non-white. The age spread was 20 to over 
60 years with a median of 35 years. Diag- 
nostic categories included: 6 manics, 5 
agitated depressions, 2 severe personality 
disorders, 72 schizophrenics, 9 acute brain 
syndromes (alcoholics), 6 chronic brain 
syndromes. Out of 100 patients, 34 required 
restraint initially. These 34 violent patients 
were given initial intramuscular doses of 
40 mg. of Vesprin. They were continued on 
an intramuscular schedule of 20 mg. four 
times a day until the oral route was feasible. 
Sixty percent of these patients were taking 
oral medication in 24 hours, the remainder 
in 3 to 5 days. All violent patients were 
manageable without restraints within 24 
hours. The other 66 patients were begun on 
oral dosages up to 400 mg. per day. 
Thirteen patients received ECT concur- 
rently. 

Each patient’s status was evaluated daily 


Ave., Philadephia 4, Pa. 


2 This study was supported by a grant from the 
Squibb Institute for Medical Research of New Bruns- 


wick, N. J., which also supplied the Vesprin. 


PRELIMINARY REPORT ON TRIFLUPROMAZINE (VESPRIN ) 


SANFORD H. MEYERS, M.D. ann BENJAMIN WEINER, M.D.! 
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by a nurses’ rating scale, as well as by staff 
observations. Improvement was rated as 1, 
2, 3, and 4 plus. Seventy-five percent of the 
agitated, but non-violent group were con- 
sidered 2 to 4 plus improved. Almost 90% 
of the violent group showed 2 to 4 plus im- 
provement. Of 9 patients who were stopped 
early in the course of treatment because it 
was judged they had so remarkably im- 
proved, 6 had to be restarted within 24 
hours because of agitation and hostility. 

Side Effects—Noteworthy in 100 patients 
are the absence of jaundice and blood 
dyscrasias. Blood pressure dips below 100 
systolic occurred transiently in 18 patients. 
Extreme lethargy occurred with overdosage 
in 9 patients. On only 3 patients was the 
drug stopped because it was considered 
ineffectual. In this 2%-month period, 20 
patients were discharged from the hos- 
pital as markedly improved, having re- 
ceived Vesprin as the only medication. 

Carefully judged impressions in the early 
phase of research showed Vesprin remark- 
ably well suited to the control of hyper- 
active, agitated mental patients regardless 
of admission diagnosis. Side effects were 
minimal. The speed of “tranquilization” 
was an outstanding characteristic as evi- 
denced by the enthusiastic acceptance and 
cooperation of the nursing and house staffs. 
At the present time the study has become 
enlarged to include the many more pa- 
tients and the scope now covers parallel 
and related investigations. 
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CASE REPORTS 


PSYCHOLOGICAL MANIFESTATIONS IN A PATIENT WITH 
CHRONIC SENSORY DEFICITS 


EDWIN S. ROBBINS, M.D., ann ARNOLD J. FRIEDHOFF, M. D.! 


Recent experiments on the psychological 
effects of sensory deprivation indicate that 
hallucinations, loss of contact with reality, 
feelings of depersonalization, and impair- 
ment of judgment can frequently be pro- 
duced by limiting the input of stimulation 
(1). The sensory deprivation has, of neces- 
sity, been of relatively short duration. We 
have recently had the opportunity of treat- 
ing a woman who has developed increasing 
loss of sensory input over the past 17 years 
as a result of pathology in 5 sensory modali- 
ties. In this paper we will present some 
clinical observations made during the past 
two years when she has been under our 
care. 


Case Report: When first seen, the patient 
suffered from extreme feelings of anxiety, and 
complained of difficulty in making contact 
with other human beings. Her illness began 
with failing vision at the age of 3. By the time 
she was 12, she had total loss of vision in her 
right eye and could only see large objects 
with the Jeft. Her vision has remained at this 
level. Examination revealed bilateral optic 
atrophy. At the age of 5 she developed pul- 
monary tuberculosis and cervical adenopathy 
and was hospitalized intermittently until she 
was 16, when tuberculous activity was 
arrested. No relationship has been found be- 
tween her acid fast infection and neurological 
symptoms. At 20, she developed right otitis 
media and mastoiditis. Shortly after, pro- 
gressive bilateral nerve deafness began. By 
the age of 22, she was totally deaf. Paresthesias 
of the right scalp and medial aspects of both 
calves developed when she was 24. When she 
came for psychiatric help at the age of 30, 
she was also noted to have loss of taste and 
smell. 

In 1952, she was hospitalized and studied 
extensively. An electroencephalogram revealed 
generalized paroxysmal dysrhythmia. X-rays of 


1From the Dept. of Psychiatry and Neurology, 
N. Y. Univ. College of Medicine and Psychiatric 
Division, Bellevue Hosp., New York City. 
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the skull were negative. A craniotomy indi- 
cated an adhesive process of the arachnoid 
membrane about the optic nerves and chiasm. 
Freeing the adhesions had no clinical effect. 
Pathological examination of the arachnoid 
tissue was non-diagnostic. Other laboratory 
and neurological investigations have not been 
of help in making a diagnosis. 

In spite of her severe disabilities, the pa- 
tient completed college and obtained a Master’s 
degree in social work. However, her limitations 
made it difficult for her to function as a social 
worker, and she turned to doing manual labor 
in a factory where handicapped people were 
employed. She bitterly resented working with, 
taking orders from, and being dependent upon 
people whose intellectual abilities were not 
as well developed as her own. 

She had always been somewhat withdrawn, 
even prior to the time her handicaps became 
severe. However, she was able to make a few 
friends and maintain intermittent contact with 
some of them. People frequently would not 
make the effort to communicate with her, and 
she was angry at her enforced isolation. 

During psychiatric interviews, communca- 
tion with the patient was accomplished by 
printing one letter at a time on her palm. She 
responded verbally, speaking in a rasping and 
poorly modulated voice. She related well and 
was quite fluent in describing her feelings. 
There was no evidence of intellectual deteriora- 
tion. 

Her chief complaint was what she called 
“screaming anxiety.” She described this as an 
extreme feeling of tension. Her major somatic 
complaint was an intense feeling of pressure 
in her head. Further exploration revealed that 
the patient also experienced feelings of un- 
reality, hopelessness, and anger. She reported 
hearing her dead father’s voice on several 
occasions, but was aware of the hallucinatory 
nature of these experiences. She never de- 
scribed hallucinations in any other sensory 
modality. While all her symptoms were 
markedly decreased during social contacts 
which involved communication by writing on 
her hand, the mere presence of other people 
would not produce subjective relief. In fact, 
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in situations where she was unable to com- 
municate with anyone her anxiety increased. 

Large doses of barbiturates, phenothiazines, 
Rauwolfia compounds, meprobamate, ampheta- 
mine, and diphenylhydantoin had no effect 
upon her anxiety. She discontinued therapy 
with each of us because she felt we were not 
able to effect permanent reduction of her 
anxiety or to make her more socially accepted. 
She has been unwilling to re-enter a hospital 
or to participate in any procedures for more 
intensive observation. 


SUMMARY 
In this patient the symptoms occurring 
during periods of diminished stimulation 
appear to parallel those reported during 
experimentally produced sensory depriva- 
tion. However, her subjective feelings of 
isolation may also contribute to the in- 

tensity of her symptoms. 
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SUCCESSFUL TERMINATION OF PROLONGED INSULIN COMA OF 
TWENTY DAYS WITH ONE YEAR FOLLOW-UP 


JAMES F. SUESS, M.D., anp EUGENE A. CEASE, M.A.! 


For three years the Warren (Pa.) State 
Hospital has used the Shurley and Bond 
insulin coma technique(1) and experience 
indicated that it was a quite safe form of 
treatment. During this period we have 
treated 181 patients with a (mean) average 
of 55 hours of deep coma and have en- 
countered only 5 prolonged comas, all ter- 
minated successfuliy. Of the prolonged 
comas noted, 4 were of 2 to 12 hours dura- 
tion. The fifth one, of 20 days duration, is 
the subject of this report. 


D.Y., a 23-year-old married woman of 
limited intelligence, was admitted to Warren 
State Hospital on March 1, 1957. A diagnosis 
of schizophrenic reaction, paranoid type was 
established and the patient received 20 ECT 
between March 11 and April 16, 1957, with 
some improvement. However, during the next 
month her psychotic symptoms returned. 

The patient was checked for undue insulin 
sensitivity and on May 13 began a course of 
insulin coma using the technique of Shurley 
and Bond. On the ninth treatment day, May 
23, she went into her fifth coma and after one 
hour at Stage III, termination was attempted 
with 30cc. of 50% glucose i.v. There being 
no response within 5 minutes, an additional 
30cc. of 50% glucose with 100 mgm. thiamine 
hydrochloride were given without response in 
5 minutes. At this time a prolonged coma was 
diagnosed. 

Oxygen by nasal catheter was initiated, and 
the patient received additional 50% glucose in 
30cc. doses at half hour intervals for the next 


1 Warren State Hospital, Warren, Pa. 


4 hours. A polyethylene catheter was inserted 
for the i.v. administration of 10% glucose in 
water. Cortisone was given intramuscularly and 
potassium chloride by gavage. Sixteen hours 
after the onset of the coma the patient sud- 
denly developed acute cardiovascular collapse. 
She was given Digalen and Coramine i.v., 
Levophed by i.v. drip and two pints of whole 
blood during the next 12 hours, and her cardio- 
vascular status stabilized with a BP of 104/70. 

She was then maintained on gavage feed- 
ings twice daily, prophylactic antibiotics and 
meticulous nursing care. Neurological condi- 
tion at that time showed generalized twitching 
of the face, arms and legs; deep tendon re- 
flexes absent throughout; no ankle clonus, 
Babinski, nasal-palpebral reflex ; and minimal 
response to painful stimuli. During the next 
two weeks the deep tendon reflexes began to 
return. 

On June 5, the patient suddenly spiked a 
fever of 104.4°F. rectally, but physical ex- 
amination revealed no cause. X-rays of the 
chest were normal ; urinalysis was negative ; 
R.B.C. of 5.3 millions and W.B.C. of 25,500 ; 
spinal fluid examination showed 3 cells. The 
patient was seen by a neuro-surgical consultant 
who reported : “This woman shows a decorti- 
cate state at the present time. The prognosis 
for life is excellent, but for the most part 
nothing can be hoped for except a vegetative 
state.” The fever was treated symptomatically 
with aspirin with the temperature subsiding 
to normal in three days. 

On June 9, the patient began to follow 
moving objects with her eyes ; on June 11, she 
made several sounds when nurses spoke to her. 
On June 12, she appeared to be aware of her 
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environment, made an effort to sit up and to 
swallow amounts of liquids. During the next 
month her sensorium cleared and with it there 
was no evidence of psychotic symptoms. On 
August 19, psychological testing revealed a 
Wechsler Adult full scale 1.Q. of 70. The 
Bender-Gestalt was “suggestive of some inter- 
fering factors of an organic nature.” On the 
Rorschach the patient gave 9 responses per- 
severating the first response throughout. 

On August 24, 1957, the patient was placed 
on indefinite leave. At that time she was 
friendly although her affect was slightly 
flattened. Her neurological condition was 
normal except for mild parasthesias of the 
fingers. 

On July 30, 1958, the patient returned to 
the hospital for a one day follow-up. She was 
friendly, alert, cooperative and displayed ap- 
propriate affect. Psychological testing revealed 
a full scale 1.Q. of 81, a total gain of 11 points 
being registered during the past year. The 


Bender-Gestalt showed no evidence of organic- 
ity. On the Rorschach the patient gave 12 
responses, 3 of which were of the popular 
type. The F+ improved considerably and the 
patient wes now able to see human figures in 
the blots. Clinically the patient demonstrated 
no psychotic symptoms. 


SUMMARY 


In the treatment of prolonged insulin 
coma it is important that definitive meas- 
ures are begun immediately and continued 
as long as necessary. Such measures, as in- 
dicated above, in our experience have 
brought all prolonged comas to a satis- 
factory termination. 
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ACUTE TRANSITORY PSYCHOTIC REACTION MANIFESTED 
AFTER RADIOACTIVE IODINE TREATMENT FOR 
HYPERTHYROIDISM 


KURT WITTON, M.D.'! 


F.B., a 45-year-old white married woman 
was admitted to the Columbus State Hospital 
on 10-10-57 in an acutely psychotic state in 
which she claimed to be receiving messages 
by television and to be annoyed by unpleasant 
odors emanating from the refrigerator. 

There were no hereditary influences, al- 
though she had been very attached to her 
father and overprotected by her mother. She 
had left school in the twelfth grade, when 17 
years of age and pregnant, to marry her boy- 
friend. The marriage had been an unhappy one 
which culminated in divorce when she was 
impregnated in an extra-marital affair. There 
are two adult children by the first marriage and 
two children, 4 and 8 years old, by the second 
marriage which followed the extramarital affair. 
Although she was extraverted and intelligent, 
her second marriage had also been unhappy 
because of her rigid, domineering, jealous and 
suspicious tendencies and her husband’s inabili- 
ty to hold a job. Previous illnesses had included 
throat and ear infections, and a delirious re- 
action to the ingestion of jimson weed (stra- 
monium) in childhood, brucellosis at 33 years 


1 Columbus State Hosp., Columbus, Ohio. 


of age and a penicillin reaction following an 
appendectomy when she was 34 years old. 
There was no alcoholic history. 

In January 1956, Mrs. F.B. became irritable, 
restless and an incessant smoker. These symp- 
toms and “swelling of the eyes” in June 1957, 
led to a sick leave from her factory work and 
the prescription of Donnatal. When, in July 
1957, she was noted to be nervous and sleep- 
less and to have a unilateral exophthalmos 
and a diffusedly enlarged thyroid gland, a 
basal metabolic rate determination was done 
and found to be +48. Admitted to a general 
hospital, a basal metabolic rate was +20, a 
glucose tolerance curve showed rapid eleva- 
tion from 82 mg.% to 205 mg.¥% in the first half 
hour, the thyroid uptake—radioactive iodine 
67.5% at 24 hours, and the serum PBI to be 
15 mg.%. In a period of 10 days thereafter, the 
patient received a total of 7 millicuries of 
radioactive iodine. 

Three weeks later the patient complained of 
extreme nervousness, and on 10-1-57, she de- 
veloped auditory and olfactory hallucinations, 
became very hostile toward her husband, 
whom she accused of infidelity, and developed 
overactivity, restlessness, and insomnia. After 
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her hospitalization on 10-10-57, she continued 
to be hallucinated and delusional, stating for 
example that the radioactive iodine had made 
her susceptible to mind control and that she 
would be thus used by Russia to obtain Ameri- 
can secrets. She sang much, believing that 
this prevented reading of her mind. Four days 
post-admission, she claimed the hallucinations 
abruptly ceased while she was in church. 

In the state hospital, a basal metabolic rate 
was —8 and cholesterol was 380 mg. Psycho- 
logical testing revealed an intelligence quotient 
of 119, and a Rorschach was reported as show- 
ing considerable egocentricity and emotional 
instability, but no evidence of organic invelve- 
ment. The diagnostic impression was of an 
acute undifferentiated schizophrenic reaction. 
Treatment was with chlorpromazine in 50 mg. 
dosage. All psychotic symptoms were absent 
following the first 4 days of hospitalization and 
she expressed superficial insight into her epi- 
sode of mental illness. 

Released from the hospital in late December 
1957, Mrs. F.B. resumed her occupation and 
reported regularly thereafter each month as an 
outpatient. In August 1958, there was no 
evidence of thyroid struma, the basal metabolic 
rate was—19 and PBI was 2.3 mg.%. Thyroid, 
gr. 4 b.i.d., was administered. 


CoMMENT 


Emotional stress in relation to thyroid 
dysfunction has been described since Base- 
dow, Parry and Graves. Psychotic reac- 
tions in relation to hyperthyroidism and 
hypothyroidism (also after thyroidectomy ) 
have been observed frequently. Hypothy- 
roidism following radioactive iodine treat- 
ment is a frequent occurrence. No case of 
acute transitory psychosis occurring shortly 
after the therapeutic administration of 
radioactive iodine has been reported hither- 
to. The mechanism of this psychotic re- 
action is unknown. One speculation is an 
underlying latent schizophrenic process 
which became acutely overt in relation to 
endocrine metabolic disorder. It is known 
that hyperthyroidism sometimes accom- 
panies psychotic reactions which clinically 
and psychologically correspond to schizo- 
phrenic illness. It is possible that a high 
therapeutic dose of radioactive iodine might 
cause a toxic reaction in a susceptible in- 
dividual resulting in an acute brain syn- 
drome. A sudden change in endocrine 
metabolic balance (as in this case) would 
emphasize the importance of the homeo- 
static physiological balance. 
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DISCHARGES FROM MENTAL HOSPITALS 


SIDNEY L. SANDS, M.D.! 


Many psychiatrists and laymen who have 
been working eagerly to accelerate the 
discharge rates of our mental hospitals are 
beginning to view with alarm the results 
of their lar ors. No one will argue against 
the idea of developing techniques and 
facilities which will shorten the hospital 
course of new cases and permit so-called 
chronic cases to return to their homes. 
Many of us must, however, challenge the 
naiveté of those who believe we have in 
fact gained both the techniques and facili- 
ties which justify the present trend of dis- 
charging patients from our hospitals. The 
alarming facts are that we are returning 
sick patients to homes and communities 
completely unsuited to deal with the prob- 
lems. Four items seem relevant and worthy 
of our consideration. 


PSYCHOPATHOLOGY AND TREATMENT 


From time immemorial, man has ingested 
a variety of substances which either in- 
duced strange and exotic mental states or 
in some way calmed his fears and lulled 
him to sleep. Modern man is no different 
in this respect. Whether it be alcohol or 
caffeine, tranquilizers or sedatives, the goals 
remain the same—freedom from the ten- 
sions of existence and the acquisition of 
chemically-induced courage to face the 
facts of life. To say that they help or that 
they work is probably in part true, but this 
does not face the question of what harm 
might also be occurring, nor does it follow 
that people are in fact better able to solve 
their problems. 

Of more particular concern at the mo- 
ment is the effect of drugs on patients in 
mental hospitals. The enormous literature 
covering a wide range of medications sup- 
ports the view that it is now fairly easy to 
reduce agitation and excitement, lift de- 
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pression and in general curb excesses of 
almost all emotional or behavioral reac- 
tions. This has resulted in more open wards 
and almost complete elimination of the old 
snake-pit disturbed wards. This has been 
accompanied by increased use of social and 
recreational therapies and even greater de- 
mands for the various psychotherapies. All 
this is very encouraging, BUT as time 
moves on, we are beginning to find that 
patients continue to relapse and return to 
hospitals as before, or that many remain 
in their communities but are unable to 
adapt adequately even though their more 
disturbing symptoms are no longer pres- 
ent! The result has been to turn loose a 
large number of patients who are not ac- 
ceptable to their communities, their 
families, the hospital, nor to themselves. 
We must not measure success by the 
disappearance or amelioration of those 
symptoms and behavioral patterns which 
when present disturb us. The removal of 
these does not mean the patient is able to 
live a normal life. We need other criteria 
for this, and until such criteria are ade- 
quately satisfied, we have no right to send 
patients from our hospitals armed only 
without reassurances and a pocketful of 
pills. The development of these criteria and 
of thé techniques of therapy which will 
help the patient to meet them remain our 
obligation. Our skill as observers must alert 
us to detect the subtler manifestations of 
psychopathology which remain when ex- 
citement, panic or depression have been 


relieved. 


SOCIETY AND THE MENTAL PATIENT 


Much has been accomplished by hard- 
working psychiatric social workers and by 
psychiatrists to educate families, agencies, 
employers and others as to the nature of 
mental disease and their own roles in the 
life of the mental patient. We have abol- 
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ished some myths, overcome some fears 
and even established some resources for the 
patient discharged from a hospital. But the 
cold facts remain that most families can- 
not properly cope with the patient, most 
employers do not want him, friends remain 
aloof from real involvement and the patient 
remains suspect in his own eyes and those 
of the public. No matter how enlightened 
any member of the family or an employer 
may be, they cannot protect the patient 
from the myriad experiences he must have 
every day, nor can they have access to the 
patient’s inner fears and suspicions. How- 
ever tranquil he may appear, this is no 
measure of his adaptive capacity and of 
the ability of society to find a place for 
him. Furthermore, there is much to ques- 
tion about the validity of our educational 
program and the resultant capacity of the 
“educated” to help our patients. We are 
asking for too much when we place in in- 
nocent though well-meaning hands a pa- 
tient who has but recently and then only 
symptomatically recovered from a_psy- 
chosis. 


SOCIAL PRESSURES ON THE HOSPITAL 


Hospital administrators and physicians 
are only human and vulnerable to the same 
pressures from society and their own ambi- 
tions as are others. Shorter hospital periods 
for patients testify to the quality of the 
hospital, the skill of the physicians and the 
improving ability of psychiatry to treat 
succssfully the patients who come for 
help. The public not only grows encour- 
aged, but comes to expect results. One 
hospital cannot permit another hospital to 
surpass it in the use of the most modern 
methods and in the rate of “cures” pro- 
duced. The individual physician sincerely 
wants to cure his patient, and in a field such 
as psychiatry wherein cures have been elu- 
sive and the needs enormous, it is easy to 
be misled by surface changes in the be- 
havior of the patient. 

We must neither mislead ourselves nor 
the public, but rather preserve an attitude 
of restraint and caution; erring on the 
side of too much treatment than too little 
and too long a hospital course than one too 
brief. The demands of the public and of our 


own egos are always inordinant. The physi- 
cian, worthy of his position, bows to neither. 


MISSIONS OF THE HOSPITAL 


The general functions of all hospitals are 
so familiar as to require no exposition in 
this communication. However, the psychi- 
atric hospital has certain special functions 
which from time to time need restatement 
and reemphasis. First of all, our therapeutic 
goals include preparation of the patient to 
adjust to things which he previously could 
not cope with adequately. Secondly, pro- 
vide an environment to which the patient 
can more successfully adapt himself. 

The first of these objectives is fairly well 
recognized if often unobtained or over- 
looked. Medical or surgical patients are hos- 
pitalized for the repair of tissue, the remov- 
al of toxic agents and the restoration of 
physiological functions. Once achieved, the 
patient is ready to resume his place either 
as he was before or with certain modifica- 
tions relating to his physical capacities. 
Granting that psychological problems may 
be associated with these conditions, the 
physician’s primary task is to treat the 
physical pathology tangible to his senses. 
The psychiatrist, in contrast, is dealing with 
a different order of pathology ; a pathology 
of interpersonal and intra psychic relation- 
ships. The patient’s return to his home and 
job involves a re-facing of the very situa- 
tions in which his difficulties developed. No 
therapy can be regarded as adequate that 
does not concern itself with these matters 
and develop better relationships than were 
present when the patient became ill. No 
drugs, no electroshock and no other physi- 
cal therapy can do this by itself. We need 
great skill in assessing the patient’s grasp 
of what he is learning in therapy and of 
his ability to apply what he has learned ; 
otherwise, he will re-enter his environment 
unprepared to cope with his own feelings 
and those of the group around him. 

Closely allied with our skill in estimating 
what a patient can do is that which enables 
us to see clearly what the patient cannot 
do. Any clinical appraisal of a patient's 
ability to adapt must take cognizance of 
both his assets and liabilities. In our zeal 
to empty the hospitals, we may pay in- 
sufficient attention to the signs and symp- 
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toms which mark the limits of the patient's 
actual capacity to take his place in society. 

This brings us to a consideration of what 
appears to be a neglected function of the 
hospital; one which perhaps we do not 
like to think about. Stated summarily, a sig- 
nificant function of the hospital is to pro- 
vide an environment to which the patient 
can adjust when he is unable to cope with 
the one in which he lived. There are many, 
many patients who cannot adjust outside 
of a hospital, but who actually do very well 
within its framework. Those who feel that 
acknowledging this point leads to thera- 
peutic nihilism are simply not facing facts 
regarding the nature of mental disease and 
the real meaning of treatment. Whether we 
recognize it or not, all hospitals are de- 
signed to provide the best possible environ- 
ment for the patient’s recovery, regardless 
of whether his condition is surgical, medi- 
' cal or psychiatric. In the first two instances, 
the course is generally self-limited and 
relatively short. In psychiatry, we are ac- 
customed to much longer periods, but we 
grow impatient with those who fill our 
beds and we feel impotent if they do not 


respond to our ministrations. At such times, 
we are apt to forget that we have a most 
humane and moral contribution to make, 
both to the patient and to society. Within 
our hospitals, we have created an environ- 
ment in which a sick personality can find 
some measure of peace and dignity and at 


the same time, we have relieved the family 
of the disruptive and often impossible task 
of creating a reasonable environment for all 
concerned. Were it not for the hospital’s 
accomplishments in this area we would 
have far more serious social problems now 
than we do have. The staffs of our large 
mental hospitals should regard this as a 
therapeutic success of no mean significance. 
I deplore the complaints of physicians and 
ancillary professionals who feel that “noth- 
ing is being done for the patient” who, for 
months or even years, lives in the hospital, 
works at a regular and useful job, enjoys 
the recreational programs of the hospital, 
has friends and within this framework feels 
a sense of community. This is far more than 
the patient had been able to do before 
coming to the hospital and it may well be 
much more than he could do if he left the 
hospital. If we can spend tax dollars for 
streets, parks and recreational centers to 
provide a “ better” physical environment 
for society in general, we can with clear 
conscience ask for funds to create a total 
social environment to which certain un- 
fortunate citizens can more happly adjust. 
Until we know a lot more about socalled 
mental disease and until we can treat the 
total person more successfully, let us con- 
tinue to improve upon what we are able 
to do and not measure success by chemical- 
ly-induced tranquility and the rate at which 
we discharge patients from our hospitals. 
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HISTORICAL NOTES 


A PRE-FREUDIAN COMPLEX-THEORY 
ERNEST HARMS, Pu.D.! 


Not only devoted believers in Freud 
but some who have been critical of him 
consider that one of his major contribu- 
tions to psychiatry has been his complex- 
theory. Thus, C. G. Jung, writing in 1934, 
said : “Without the existence of the com- 
plexes the unconscious would be nothing 
but the residue of obscure representations. 
Through his investigations of these dark 
areas Freud became the discoverer of the 
psychological unconscious.” 

Was Freud really the first to formulate 
the complex-theory ? The historian of the 
human mind will be rewarded again and 
again by astonishing revelations in regard 
to important theoretical concepts and so- 
called major discoveries. 

In 1824 there appeared in Leipzig, Ger- 
many, a book entitled Betrage zu einer 
rein-seelenwissenschaftlichen Bearbeitung 
der Seelenkrankheiten (Contribution to a 
Purely Psychological Treatment of Mental 
Disease). The author was a 22-year-old 
Privat-Dozent of the University of Berlin, 
F. E. Beneke. Beneke was one of that un- 
fortunately large number of ingenious 
minds of the mid-European classical period 
who matured too early and perished too 
soon. Turning from theological study to 
study of normal and abnormal psychology, 
Beneke violently opposed the idealistic 
concepts of Kant and Hegel and insisted 
that psychology should be a science based 
on strictly experienceable facts. He re- 
jected the neurological-physiological psy- 
chology of the Friedreich type of somatic 
psychiatry. Beneke must be acknowledged 
the first phenomenologist in the field of 
psychology. He made the first attempt to 
apply the phenomenological point of view 
to psychiatry. Now completely forgotten, 
his book anicipated a considerable number 
of modern concepts of experimental and 
depth psychology. We find in it an actual 
statement of a theory of suppression which 
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cannot but be considered a nuclear form of 
Freud's theory. 

I present here an excerpt from Beneke’s 
book, translated by me from difficult 
“Hegelian” German into the modern form 
of expression of psychological facts. The 
quotation is from a long chapter dealing 
with what we might call the psychopatholo- 
gy of memory, in which Beneke used case 
histories from Moritz’ famous Magazine 
zur Erfarung-Seelenkunde (Magazine of 
Empirical Psychology) as illustrations. In 
the quotation, which follows, the words 
in parentheses have been added by me : 


These puzzling observations can easily be 
understood with the aid of our own theory of 
the origin (dynamic) of psychic activity. For 
easy application we have formulated the 
theory as follows: An individual psychic ac- 
tivity (experience) is always caused or induced 
by another one. This law, of course, also has 
validity in regard to the facts of inability to 
remember discussed here. However, such a 
relationship also occurs in more complicated 
connections (circumstances). One psychic ac- 
tivity has not only formed a relationship with 
another single activity; each has formed a 
relationship to a multitude of other psychic 
factors. Therefore one activity can awaken 
into consciousness the entire psyche, or at 
least a larger complex of factors to which it 
has formed an affinity in the past. However, 
one such activity or fact can have different 
kinds of relationships to other different facts. 
Meanwhile it may have formed a positive 
relationship to one, and can therefore easily 
call it back into consciousness ; it may have 
formed a negative (contradictory) relation- 
ship to another fact which it opposes in be- 
coming easily conscious. All depends on the 
character of the relationship. 

This explains why a certain activity may 
have quite different results in the way it be- 
comes conscious, depending on the kind of 
relationship it has formed, and may lead us 
to an understanding of why there are dif- 
ficulties in awakening certain earlier experi- 
erces into consciousness. We also must always 
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count on the fact that there are experiences 
which are little conscious, and that these play 
a withholding role. One of the these little- 
conscious factors alone may be ineffective. But 
there may be a number of such negative little- 
conscious factors which together may develop 
a great power over the psyche. For purposes 
of comparison, we might bear in mind how 
greatly physical illness can incapacitate our 
mental faculties. It might also happen that 


two little-conscious factors have a contradictory 
negative effect upon one another, making one 
or both incapable of becoming conscious. 


There can be no doubt that we are deal- 
ing here with an early detailed concept of 
the subconscious and suppression. It is 
doubtful that Sigmund Freud ever read or 
knew of Beneke’s book, since Beneke has 
up to now been completely forgotten. 
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The Nominating Committee of The 
American Psychiatric Association for this 
year believes that the membership at large 
may be interested in knowing the basic 
principles, in addition to those found in 
the Constitution, which the Committee fol- 
lowed in drawing up the slate of officers 
and councillors which has now been put 
before the membership. 

Of major significance in determining its 
selection was an awareness of the now 
great size and complexity of the Association. 
As far as the membership is concerned, we 
have now passed the 10,000 mark and as 
far as the budget is concerned, we are 
close to one million dollars. These great 
resources of men and money are moreover 
employed in an ever growing intricacy of 
enterprises and responsibilities. Hence the 
task which confronts the man newly elected 
to Council and, more particularly, the man 
newly elected to the position of President- 
Elect, is one totally different from what 
existed 10 years ago. These men have been 
elected by their fellow members because 
they have distinguished themselves by their 
ability and precisely because they are able 
men, they have in most cases many and 
varied demands on their time arising from 
their usual professional duties. Your Nom- 
inating Committee has therefore felt that 
it is essential that such men proposed for 
these positions should already be well fa- 
miliar with the operations of the Associa- 
tion. 

In the case of Councillors, we felt it 
desirable that all of those whom we selected 
should have had previous experience on 
the standing committees, boards of the As- 
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sociation or in the Assembly where they 
would have had an opportunity to become 
familiar with one or more aspects of the 
various functions of the Association. 

With regard to those nominated for the 
offices of President, President-Elect, Secre- 
tary and Treasurer, we considered it de- 
sirable that such individuals should all 
have had experience either as full members 
of Council or through regular attendance 
on Council during the last several years. 

We believe that these requirements of 
previous experience in the operation of The 
American Psychiatric Association are likely 
to become of greater significance with pass- 
ing years and with the growing size of the 
activities of the Association. 

We also endeavored, as have previous 
Nominating Committees, to give adequate 
representation both on a geographic basis 
and with respect to numbers—two require- 
ments which one can see at a glance are 
somewhat in conflict with each other and 
therefore require to be rather carefully 
balanced. We have also endeavoured to 
give representation with respect to the field 
of interest to be represented by the Coun- 
cillor or officer to be nominated. From some 
acquaintance with the operation of Council, 
however, we are persuaded that for the 
most part when Council is finally formed 
each year and goes into operation, it does 
so in terms of a body rather than in terms 
of local or regional representatives. In a 
word, each man acts in what he conceives 
to be the best interests of the Association 
rather than in terms of sectional or sub- 
specialty interests. 


COUNCILLORS : Dr. Calvin Drayer, 
(3 to be elected ) Dr. Hamilton Ford, 
Dr. Paul Hoch, 

Dr. Paul Huston, 
Dr. A. B. Stokes. 


753 


% 


CORRESPONDENCE 


TREATMENT RESULTS 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm: Since the war, psychoanalysis has 
been assuming an ever-increasing impor- 
tance in American psychiatry. Yet, the 
overall clinical usefulness of the classical 
psychoanalytic procedure, upon which this 
increased importance of psychoanalysis is 
based, has never been statistically validated. 

In 1935, Cheney and Landis published 
a paper in this journal entitled “A Program 
for the Determination of the Therapeutic 
Effectiveness of the Psychoanalytic Meth- 
od.” A few studies have been attempted 
since then, and, during the past few years, 
a research committee of the American Psy- 
choanalytic Association has been examining 
its members’ results. Its report has been 
formulated, but access to it has been re- 
stricted to the membership of that or- 


OF PSYCHOANALYSIS 


ganization ; access may be granted to others 
by individual members of the American 
Psychoanalytic Association if the others 
treat the data confidentially. 

I do not believe that such restrictions 
upon or confidentiality about statistics has 
a place in science. One's belief in psycho- 
analysis, or in any other clinical procedure, 
must ultimately be based only on its over- 
all results. Valid conclusions cannot be 
drawn from small numbers of patients, even 
if one of those patients is one’s self. 

The purpose of this letter is therefore to 
voice my belief that the report of the 
research committee on treatment results 
of the American Psychoanalytic Association 
should be published in the usual scientific 
way. 

Nathaniel S. Lehrman, M.D., 
Great Neck, N. Y. 


RE : AGNOSIA, ETC. 


Editor, AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sim : In the October issue of the Journal 
Dr. Arthur N. Fleiss has published an arti- 
cle, “On Mental Symptoms as Phenomena 
of Agnosia Apraxia and Aphasia.” While I 
found his briefly expressed hypothesis in- 
teresting, it came as a great surprise that 
he did not go to the trouble of perusing 
some of the literature. 

Such perusal would have shown him 
that this concept was expressed by me in 
some details and with clinical illustrations 
in a paper which appeared in 1943 in the 
Journal of Nervous and Mental Diseases 


under the title, “Physiology of Schizo- 
phrenic Thinking.” This paper developed 
ideas which I had formulated as far back 
as 1935 (“Certain Problems of Schizo- 
phrenia in the Light of Cerebral Pathology,” 
in the same Journal). In 1952 a similar ap- 
proach was advocated by me in my Psy- 
chotherapy of Psychoses. 

Incidentally, Kleist, in Germany, has 
stressed on innumerable occasions the 
brain-pathological point of view in his in- 
terpretation of schizophrenia. 


Gustav Bychowski, M.D., 
New York City 


REPLY TO THE FOREGOING 


Editor, THz AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sim: Dr. Bychowski’s letter has coerced 
me to review his published material. For 
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this I thank him, for it was rewarding to do 
so 


He presented in his papers of 1935 and 
1943, a concept of “agnosia and apraxia of 
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thought processes” as he had recognized 
them in schizophrenias and was also promi- 
nently interested in the agnosia represented 
by disturbances in the body image. He 
limited his discussion to the schizophrenic 
illnesses and had no reference to other 
manifestations of mental illness, both neu- 
rotic and psychotic, or to certain motor 
manifestations, as in hysteria and catatonia, 
which I have included in my presentation. 
His material, however, is clearly relevant 
and helpful. 

I am glad to express my appreciation to 
Dr. Bychowski for his earlier discussions 
of these matters which bolster my feeling 
that these concepts and questions need 
further evaluation and scientific study. 

I regret having overlooked this work of 


Dr. Bychowski’s before but I should like 
to call to his attention the following : In his 
article of March 1935, in the Journal of 
Nervous and Mental Diseases, he stated, 
“the last group of phenomena,—so far as I 
know,—has not been previously observed.” 
An asterisk then led to a footnote, which 
stated, “After the appearance of this work 
in the original Polish I became acquainted 
with an article of Loretta Bender in Ar- 
chives of Neurology and Psychiatry, Volume 
27, No. 3, March 1932, which demonstrates 
similar disturbances in schizophrenia.” 

It would appear that Dr. Bychowski, too, 
has not been immune to this type of over- 
sight. 

Arthur N. Fleiss, M.D., 
Syracuse, N. Y. 


CORRECTION 


Editor, THz AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sir : Since the appearance of my article, 
“Studies of Parental Deprivation in Psychi- 
atric Patients,” in the November issue of 
The American Journal of Psychiatry, it has 
been drawn to my attention that I incor- 
rectly summarized the characteristics of two 
samples from a study by Prout and White 
(Am. J. Psychiat., 107 : 251, 1950). 

The correct description of their sample 
appearing in Table 1 of my article is “25 
mothers of non-schizophrenic sons (mean 
age 48.9 years),” and of their sample ap- 
pearing in Table 2 of my article is “25 
mothers of schizophrenic sons (mean age 
52.7 years).” The latter sample should 
therefore not have appeared in Table 2, 
which related to parental deprivation in 
various groups of psychiatric patients. 

The same correction is applicable to the 


section of my article on page 434, where I 
referred to these two samples in illustrat- 
ing the possible magnitude of chance errors 
in sampling. In this instance, the figures 
given and general principle involved re- 
main valid—namely “that gross differences 
may exist between the frequency of dep- 
rivation in two separate universes, without 
such differences being revealed by small 
samples.” However, I wish to emphasize 
that the term “error” was used in this sec- 
tion in a statistical sense to indicate ran- 
dom deviation from the true value (“chance 
errors in sampling”), and does not apply to 
the conclusions of these particular authors 
—who did not interpret the similarity in 
frequency of parental deprivation among 
their two groups of mothers as being signifi- 
cant. 
Ian Gregory, M.D., 
London, Ont. 


COMMENT 


SOME DRUGS USED IN THE TREATMENT OF MENTAL DISORDERS 


Forty-one new drugs for the treatment 
of mental diseases have recently been listed 
(1), and others are still being introduced. 
Within the confines of this brief review it 
is not possible to consider all these drugs 
nor to make exhaustive clinical comparisons. 
In the present summary only those thought 
to affect the functions of the neurohor- 
mones, serotonin and noradrenaline will 
be mentioned(2). 

The pioneers in this psychopharmacologi- 
cal advance are reserpine’ and chlorpro- 
mazine,? both of which have proved their 
value. Reserpine is a Rauwolfia alkaloid and 
deserpidine * and rescinnamine* are other 
members of this group. The differences be- 
tween these drugs are not marked but reser- 
pine is the most widely used member. It is 
effective in the treatment of disturbed 
hyperactive combative psychotic patients. 
Like the other Rauwolfia alkaloids, it is 
slow acting especially when given orally 
and may bring on tremors and other symp- 
toms of extrapyramidal origin. Hypotensive 
episodes, lactation and amenorrhea in non- 
pregnant women and impotence in the male 
have also been reported. These disadvan- 
tages are usually outweighed by the positive 
therapeutic effects but investigations are in 
progress to dissociate the desirable results 
from the side reactions. For example, by 
altering the chemical structure of the reser- 
pine molecule it has been possible to pro- 
duce a kindred compound showing rela- 
tively pronounced sedative ability but with 
a hypotensive action diminished as com- 
pared with reserpine*(3). Reserpine has 
been shown to empty the serotonin and 
noradrenaline depots wherever they occur 
in the brain or in other parts of the body 
(4). The relationships of the decreased 
cerebral concentrations of one or both of 
these neurohormones to the behavioral 


1 reserpine (Serpasil®, Ciba Pharmaceutical Co.) 

2chlorpromazine (Thorazine®, Smith, Kline & 
French Laboratory) 

8 deserpidine (Harmony!®, Abbott Laboratory) 

4 rescinnamine (Moderil®, Charles Pfizer & Co.) 

5 Su-5171 (Ciba Pharmaceutical Co.) 
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effects of reserpine are under active study. 

The advent of chlorpromazine was fol- 
lowed by the development of many other 
phenothiazines. Though all phenothiazines 
possess in general the same properties, yet 
the different extents to which they are de- 
veloped in the various members of this 
group are of such magnitude as to make a 
choice necessary between the various con- 
geners to obtain the best clinical results 
in a given patient. Fortunately, a study of 
the chemical structures of the various 
phenothiazines has yielded suggestions 
which are of aid in the administration of 
these drugs. 


MODEL FOR PHENOTHIAZINE DERIVATIVES 


s 
NUCLEUS 


Re 


In the first place, the most successful 
phenothiazine drugs exhibit a three carbon 
side chain (-CH»2-CH,-CH,-) in place of Y 
in the model structure for all phenothia- 
zines. Compounds with a greater or lesser 
number of carbons in the straight chain are 
less valuable clinically(5). Secondly, the 
phenothiazines may be divided into two 
subgroups(6). In one which is compara- 
tively weaker, the straight carbon chain and 
terminal nitrogen are connected to two 
methyl groups (CH;) in the R, and R, 
positions (See Fig. 1). They are, therefore, 
called the dimethyl] subgroup. In the more 
PIPERAZINE RING Potent piperazine sub- 
group, a piperazine ring 
is attached in place of 
R, and Ry. Some mem- 
bers of the dimethyl 
subgroup are promazine,® chlorpromazine,’ 
and triflupromazine,* while among the 

6 promazine (Sparine®, Wyeth Laboratories) 

T chlorpromazine (Thorazine®, Smith, Kline & 
French Laboratory) 

8 triflupromazine (Vesprin®, E. R. Squibb & Son) 
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piperazines are perphenazine,’® thiopropa- 
zate,'° proclorperazine,' and trifluopera- 
zine.'? 

Thirdly, another factor(6) determining 
the comparative strength of the phenothia- 
zine compounds is the nature of the sub- 
stance in the Y position of the phenothia- 
zine nucleus. Potency increases from 
promazine with hydrogen (H) in the X 
position to chlorpromazine with chlorine 
(Cl) and triflupromazine with carbon tri- 
fluoride (CF;). A similar series is seen as 
one goes from proclorperazine to trifluo- 
perazine. These three suggestions are valu- 
able in determining the magnitude of dose, 
the expected potency of therapeutic effects, 
and gravity of side reactions(7). Rating the 
dose of chlorpromazine as unity, promazine 
requires approximately twice the amount 
to influence favorably abnormal psycho- 
motor hyperactivity while triflupromazine 
only demands % the dose of chlorpromazine 
to enforce such a salutary change. When we 
turn to the consideration of the piperazine 
subgroup, proclorperazine and _thiopro- 
pazate take about % of the dosage of chlor- 
promazine, perphenazine requires approxi- 
mately 1/5, and trifluoperazine 1/10. With 
strengthening therapeutic actions there is 
a corresponding increase in extrapyramidal 
signs(6) which characteristically occur 
most frequently early in treatment : tremors 
and other parkinsonlike signs; akathisia 
including turbulence(8) or motor restless- 
ness and anxiety ; and the rarer dyskinesias 
characterized by spastic contractions and 
involuntary movements. Whether or not the 
extrapyramidal symptoms are necessary 
physiological concomitants of the psycho- 
logical action is still a moot question, but 
behavioral improvements continue after the 
involuntary movements are corrected by 
antiparkinson drugs. Side reactions other 
than extrapyramidal abnormalities become 
less frequent as potency increases. For 
example, chlorpromazine is most active in 
producing sedation and hypotension, side 
reactions which are reduced in intensity 


® perphenazine (Trilafon®, Schering Corp.) 

10 thiopropazate (Dartal®, G. D. Searle & Co.) 

11 proclorperazine (Compazine®, Smith, Kline & 
French Laboratory) 

12 trifluoperazine (Stelazine®, Smith, Kline & 
French Laboratory) 


with triflupromazine, while they are even 
milder with the piperazine compounds. 
Furthermore, seizures and dermatitis are 
more prominent with the use of the di- 
methyl subgroup than in the piperazine 
one. Our experience with the latter has not 
been as long as with the methyl congeners, 
but up to the present jaundice and agranu- 
locytosis have not been reported for the 
piperazines. Thus, if a comparatively weak 
member of the phenothiazines is replaced 
by a stronger one, we should not only 
accordingly use a smaller dosage but also 
expect a lesser degree of sedation, a mitiga- 
tion of hypotension, fewer instances of 
dermatitis and seizures, but an increase in 
the extrapyramidal symptoms. 

There is general agreement among clini- 
cal investigators that the rapidly acting 
piperazine phenothiazines are the most 
effective compounds in mitigating hyper- 
kinesis, diminishing abnormal initiative and 
controlling affective tension. It is, therefore, 
to be expected that one or another pipera- 
zine agent will become the drug of choice. 
At present, however, many psychiatrists 
continue to use the dimethyl compounds 
because of their successful experiences with 
them. 

The biogenic amines, including serotonin, 
noradrenaline and histamine, like the phe- 
nothiazine compounds possess three carbon 
straight chains with a terminal nitrogen 
atom. It is, therefore, possible that these 
drugs compete with the amines for these 
sites in nervous tissue which can combine 
with such side chains. In this way, the 
phenothiazines can prevent the actions 
usually exerted by the biogenic amines. 
Evidence for such a blocking effect is af- 
forded by the observation that the rise of 
brain serotonin caused by the administra- 
tion of a serotonin precursor is further in- 
creased when the experimental animal is 
pretreated with chlorpromazine(9). If they 
block serotonin and noradrenaline, the 
phenothiazines attain the same results as 
those achieved by reserpine, though the 
mechanism is entirely different for reser- 
pine eliminates these neurohormones from 
the brain. 

Recently a new drug, imipramine hydro- 
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chloride,* has been introduced for the 
treatment of the depressions(10). Best re- 
sponses are obtained in the cases of psy- 
chotic depression showing the typical 
symptoms of mental and motor retardation, 
guilt and hopelessness with suicidal tend- 
encies, It is important that side reactions 
are relatively slight. Like the phenothia- 
zines, imipramine reduces the affect to 
stimuli, whether of internal or external 
origin. On the other hand, the ability to 
control abnormal hyperkinesis, a conspicu- 
ous action of the phenothiazines, is reduced 
in imipramine, but the power to stimulate 
is magnified(11). As is also the case 
with chlorpromazine(12) and _ reserpine 
(13), rhinencephalic structures are especial- 
ly sensitive to stimulation by imipramine. 
Preliminary experiments have disclosed 
that imipramine hydrochloride exerts a 
much weaker blocking action against sero- 
tonin than that evoked by chlorpromazine 
(14). Imipramine also induces an accumu- 
lation of serotonin in the brain but the 
influence of this drug on noradrenaline is 
still to be elucidated. The side chain of 
imipramine hydrochloride is the same as 
that of the methyl subgroup of the pheno- 
thiazines. The nucleus, however, is radically 
altered and in place of the sulphur atom 
(S), an ethylene group (CH,-CH,) is 
substituted (See Fig. 1). The similarities 
between imipramine and the phenothia- 
zines may be imputed to the side chains 
while the disparities are attributed to the 
differences in the structure of the nucleus. 

Iproniazid™* is another drug reported to 
be successful(19) in the treatment of the 
various types of depressions. Many side 
reactions have been observed including 
hypotension, sexual impotence, neuritis and 
jaundice. If a depression arises in the course 
of the schizophrenic process, iproniazid or 
imipramine can cause the disappearance of 
the depression and unmask schizophrenic 
symptoms. In that case, a reduction in 
dosage of the antidepressant is necessary. 
Reserpine may then be given to the patient 
on iproniazid(17, 18) and chlorpromazine 
to the one on imipramine(10). In view of 
the valuable effects of iproniazid upon de- 


(Tofranil, 


18 imipramine 
Pharmaceuticals ) 
14 iproniazid (Marsilid®, Hoffman-LaRoche, Inc.) 


hydrochloride Geigy 


pressions, it would seem advisable to con- 
tinue its use with, however, a watchful eye 
on possible complications and an immediate 
modification of dosage if warning signs 
appear. It is significant that iproniazid in- 
creases the serotonin and noradrenaline 
contents of the brain(16). These results 
may be explained by the power of ipronia- 
zid to inhibit monoamino oxidase, an 
enzyme which metabolizes serotonin and 
perhaps noradrenaline too(15). In view of 
the fact that drugs which may interfere 
with the biogenic compounds (phenothia- 
zines) or remove them from the brain 
(Rauwolfia alkaloids) exert a calming in- 
fluence upon the hyperactivity of disturbed 
psychotic patients, it would seem logical 
that an increase of these biogenic amines 
should have a stimulating effect on the 
brain. 
H. E. M.D., 
Galesburg State Research Laboratory, 
Galesburg, Ill. 
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RACISM 


Whilst we maintain the unity of the human species, we at the same time repel the 
depressing assumption of superior and inferior races of men. There are nations more 
susceptible of cultivation, more highly civilized, more enobled by mental cultivation than 
others—but none in themselves nobler than others. All are in like degree designed for 
freedom ; a freedom which in the ruder conditions of society belongs only to the individual, 
but which in social states enjoying political institutions appertains as a right to the whole 
body of the community. “If we would indicate an idea which throughout the whole course 
of history has ever more and more widely extended its empire . . . it is that of establishing 
our common humanity of striving to remove the barriers which prejudice and limited 
views of every kind have erected amongst men, and to treat all mankind without reference 
to religion, nation, or colour, as one fraternity, one great community fitted for the 
attainment of one object, the unrestrained development of the psychical powers. This 
is the ultimate and highest aim of society . . .”* 

—ALEXANDER VON HuMBOLDT, 
Cosmos, 1844 
* The quoted passage is from the author’s brother, Wilhelm von Humboldt. 


NEWS AND NOTES 


Dr. Howarp Porrern at Iowa.—Dr. 
Paul Huston, Chairman of the Depart- 
ment of Psychiatry, College of Medicine, 
State University of Iowa, reports that Dr. 
Howard Potter of New York has been a 
visiting professor at Iowa for 6 weeks be- 
ginning January 1, 1959. While at Iowa, Dr. 
Potter has conducted special seminars for 
resident physicians and served as a con- 
sultant to the department in its expanding 
program and to the State Department of 
Mental Health. 


Eastern Psycuiatric Researcu Associa- 
TIoN.—The Eastern Psychiatric Research 
Association will hold its 17th scientific 
meeting February 6, 1959, at 8 p.m. in the 
New York University Medical School 
Alumni Hall “A,” 30th St. and First Ave., 
New York City. The program will include 
a film, “Migraine Equivalents,” and two 
papers, “Empathic Communication and 
Anxiety in Medical Students” and “The 
Phenomenon of Chelation and its Relation 
to Mental Disorders.” 


ELEVENTH ANNUAL INSTITUTE IN Psycui- 
ATRY AND Nevuro.ocy.—The llth annual 
Institute in Psychiatry and Neurology will 
be held at the VA Hospital, North Little 
Rock, Ark., February 26-27, 1959. The fol- 
lowing, among others, will participate : 
Drs. Kenneth E. Appel, Leo H. Bartemeier, 
Dexter M. Bullard, Francis J. Gerty, Ber- 
nard I, Kahn, Edith M. Lentz, G. Wilse 
Robinson, Mathew Ross, and Stewart Wolf. 

Dr. Harold W. Sterling, manager of the 
hospital, expects registration for this in- 
stitute to exceed 1,500, there being no 
charge for registration. 


Worip ConreRENCE ON MepicaL Epuca- 
TION.—The Second World Conference on 
Medical Education organized and spon- 
sored by The World Medical Association, 
will be held in Chicago, Ill., August 30 to 
September 4, 1959. 

Approximately 125 speakers from 55 
countries will present papers related to the 
theme of the Conference, “Medicine—A 


Lifelong Study.” Simultaneous translation 
in English, French and Spanish will be 
provided. 

For further details write to Louis H. 
Bauer, M.D., Secretary General, The World 
Medical Association, 10 Columbus Circle, 
New York 19, N. Y. 


Honor For Erna L. Grsss.—The Ameri- 
can Woman’s Association presented its 27th 
Award for Eminent Achievement to Erna 
L. Gibbs for her work on epilepsy at a 
luncheon November 22, 1958, at the Wal- 
dorf-Astoria, New York City. 

Mrs. Gibbs and her husband Dr. Fred- 
erick Gibbs were the first to show, in 1928, 
that the brain received nourishment en- 
tirely from sugar carried in the bloodstream. 
In 1933, Mrs. Gibbs recorded the first EEG 
of an epileptic seizure and is credited with 
the identification of several specific types 
of seizure. These findings have eventually 
led to successful treatments for many 
phases of epilepsy. Dr. and Mrs. Gibbs are 
currently doing research at the University 
of Illinois. 


Directory oF PsyYcHIATRIsTs, SOUTHERN 
Cauirornia.—The Southern California Psy- 
chiatric Society has published a Directory 
of Psychiatrists and Psychiatric Facilities 
in Southern California, which is now avail- 
able for general distribution. It is a plastic- 
bound book containing a complete listing of 
all psychiatrists in the Southern California 
area, of psychiatric hospitals, clinics, and 
outpatient departments, including their 
staffs, eligibility, requirements, etc. Please 
direct enquiries to: Southern California 
Psychiatric Society, 427 North Camden 
Drive, Room 104, Beverly Hills, California. 

If there are other District Branches or 
Affiliate Societies that publish directories of 
their members, we would like to exchange 
directories. 


CONFERENCE PROCEEDINGS OF THE Woops 
Scuoois, LaNcHorRNE, Pa.—The Woods 
Schools has published a 20-page resumé 
of its 1958 Conference on “Counseling Par- 
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ents of Children with Mental Handicaps.” 
The booklet, distributed in South America, 
Europe and Canada through UNESCO and 
Pan-American welfare bureaus is also being 
‘published for the first time in Spanish and 
French versions. 

More than 18,000 copies of the English 
text is annually mailed to all parts of the 
world as a public service by The Woods 
Schools. 


Governor Retains Dr. 
Hocn as OF MENTAL Hy- 
GIENE.—What could have been taken for 
granted was confirmed last November when 
the Governor-elect of New York State an- 
nounced that Dr. Paul H. Hoch would 
continue the excellent work he has been 
carrying on for three and a half years as 
head of the psychiatric services of the State. 

Dr. Hoch has brought to this office much 
more than qualified administration. He is a 
well grounded scientist and has had abun- 
dant experience as a research psychiatrist, 
clinician, teacher and writer. He has first- 
hand familiarity with the many and com- 
plex problems of the great state medical 
service under his direction, which is re- 
sponsible for the care of some 100,000 pa- 
tients in 25 institutions including hospitals, 
training schools for defectives and a colony 
for epileptics. 

One of Dr. Hoch’s main interests has 
been the investigation and application of 
new treatment methods which have re- 
sulted in shortening treatment periods in 
hospital and increasing discharge rates, thus 
reversing the previous trend of yearly in- 
crease of hospital populations. 

It is a happy circumstance that Dr. Hoch 
is an associate editor of this Journal. 


MENTAL HEALTH PLANNING IN DENMARK. 
—A commission appointed by the Danish 
government to consider the state mental 
health service made its report in November 
1956. Based on a review of this report the 
present status of the service together with 
recommendations by the commission in- 
cludes the fundamental principle of close 
attachment of the psychiatric hospitals to 
the general hospitals. New hospitals should 
not exceed 350 beds. They should treat all 
mental disabilities except mental defect 


with arrangements for transfer of certain 
chronic and senile patients to special psy- 
chiatric nursing homes. 

The commission outlined a 20-year plan 
for revalidation of the mental health serv- 
ice. There are presently 7 psychiatric hos- 
pitals of which 6 are to be thoroughly 
modernized, and one converted into a nurs- 
ing home. Building of 12 new hospitals and 
7 nursing homes is recommended ; of these 
one hospital and two nursing homes are in 
operation and the second hospital is under 
construction. 


SmitH Kure & Frencu Researcu Instt- 
TuTe oF Great Brrrain.—Smith Kline & 
French Laboratories announces the estab- 
lishment of an independent research organ- 
ization in Great Britain, to be headed by 
Professor William A. Blain, who has held 
the chair in pharmacology at the University 
of Leeds since 1946. The institute, expected 
to be fully operative by the autumn of 1960, 
will provide the company with a direct link 
to European science and allow an exchange 
of research philosophies and approaches be- 
tween Great Britain and the United States. 


RULES FOR THE PREPARATION OF MANU- 
scripts.—A 17-page booklet has been issued 
by S. Karger, Inc., as a guide to authors 
and editors in preparing manuscripts 
and bibliographies. Published in German, 
French and English editions, it contains 
general rules for preparing articles and 
books, information regarding illustrations, 
corrections, proof-reader’s marks, general 
abbreviations and abbreviations of periodi- 
cal titles. Price: U. S., .50c. 


InstrruTe ALBERT Prevost.—The Albert 
Prévost Institute is now accredited as a 
graduate training center in psychiatry by 
the College of Physicians and Surgeons of 
the Province of Quebec and the Royal Col- 
lege of Physicians and Surgeons of Canada. 

Applications for residency for the year 
1959-60 should be addressed to: Adminis- 
tration Office, Albert Prévost Institute, 6555 
Gouin Boul. West, Montreal 9, P. Q. 

Accepted candidates will receive a salary 
of $240. monthly and may board at the 
hospital. 
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Dr. Kanner TO Give Karen Horney 
Lecrure.—The 7th annual Karen Horney 
Lecture sponsored by the Association for 
the Advancement of Psychoanalysis will be 
given by Dr. Leo Kanner on “Centripetal 
Forces in Personality Development.” The 
meeting will be held on March 25, 1959, 
at 8:30 p.m. at Hosack Hall, at the New 
York Academy of Medicine, 3 East 103rd 
St. A dinner honoring the guest speaker 
will precede the lecture. 


MENNINGER Awarp To Dr. Herz Hart- 
MANN.—At the Autumn meeting of the 
American Psychoanalytic Association in 
New York City, December 7, the Charles 
Frederick Menninger Award was presented 
to Dr. Heinz Hartmann of the New York 
Psychoanalytic Institute for the publication 
of his outstanding monograph “Ego Psy- 
chology and the Problem of Adaptation.” 
Dr. Hartmann’s special interest for the past 
20 years has been the various aspects of 
ego function in relation to the whole per- 
sonality. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION, Inc.—The 36th annual meeting of the 
American Orthopsychiatric Association will 
be held March 30-April 1, 1959, at the 
Sheraton-Palace Hotel, San Francisco, Cal. 

Among the topics to be discussed at the 
symposia, workshops, and panel groups, are 
the problems of brain damage, impact of 
cultural patterns on mental health pro- 
grams, mental health aspects of desegrega- 
tion, functions and goals of education in 
terms of individual development, and vari- 
ous aspects of prevention and treatment of 
emotional ills. 

Sessions will be open to non-members. 
For further information write : Dr. Marion 
F. Langer, Executive Secretary, American 
Orthopsychiatric Association, 1790 Broad- 
way, New York 19, N. Y., or Dr. Donald 
Shaskan, Veterans Administration, 49-4th 
St., San Francisco 3, Cal. 


JournaL oF InprvmvaL PsycHoLocy.— 
The 80th birthday of Kurt Goldstein, last 
November 6, will be celebrated in the 
Spring 1959 issue of the Journal of Indi- 
vidual Psychology. This special number will 


include an autobiographical statement by 
Goldstein and many articles by outstanding 
contributors. It will also contain a portrait 
of Goldstein and a bibliography of his work 
from 1936 to 1958. 

Those wishing to avail themselves of the 
special pre-publication price of $1.75 are 
asked to send their checks to: Journal of 
Individual Psychology, University of Ver- 
mont, Burlington, Vt. 


New York Founpiinc Hosprrat MENTAL 
Hycrene Cuinic.—The New York Foundling 
Hospital at 1175 Third Ave., has instituted 
a mental hygiene and child guidance clinic 
into the hospital organization. The clinic’s 
main functions are treatment, training and 
research. The New York Foundling Hos- 
pital takes care of about 2,000 children and 
with this case load, many psychiatric prob- 
lems in the past had to be referred to out- 
side agencies. The clinic is composed of a 
medical director, chief psychiatric social 
worker and chief clinical psychologist. 

The clinic has been approved by the 
New York State Department of Mental Hy- 
giene. The Medical Director of the Mental 
Hygiene and Guidance Clinic is Dr. Alfred 
R. Joyce. 


AMERICAN Boarp oF PsYCHIATRY AND 

Nevuro.ocy, Inc.—The Board wishes to an- 
nounce that three examinations will be 
given in 1959 : 
New Orleans, La.—March 16 and 17, 1959. 
Chicago, Ill.—October 19 and 20, 1959. 
New York, N. Y.—December 14 and 15, 

1959. 


Dr. Ciara THompson Dies.—On Decem- 
ber 20, 1958, occurred the death of Dr. 
Clara Thompson, executive director of the 
William Alanson White Institute of Psy- 
chiatry in Washington, D. C. She died at 
her home in New York City at the age of 
65. 

Dr. Thompson worked with Dr. Harry 
Stack Sullivan in developing his modifica- 
tion of psychoanalysis based on his theory 
of interpersonal relationships as taught at 
the William A. White Institute of which she 
was president of the board of trustees. 

Dr. Thompson graduated in arts from 
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Brown University and in medicine from 
Johns Hopkins in 1920. She has contributed 
extensively to psychoanalytic periodicals 
and was co-author of Psychoanalysis : Evo- 
lution and Development and Outline of 
Psychonanlysis. 


Dr. Epwarp Srrecxer.—With great re- 
gret we record the death early in January 
of this year of Dr. Edward A. Strecker, 
Professor Emeritus of Psychiatry in the 
medical faculty of the University of Penn- 
sylvania, and President of The American 
Psychiatric Association during its centenary 
year in 1944, 

Dr. Strecker has been known to several 
generations of medical practitioners and 
students through the textbook of psychia- 
try written by himself and Dr. Franklin 
Ebaugh. He was the author of other books 
in this field and for some years was an 
honored member of the editorial board of 
the American Journal of Psychiatry. 

In his death, psychiatry has suffered the 
loss of a staunch friend and a great leader 
and teacher. 

A memorial of Dr. Strecker will appear 
in a later issue of this Journal. 


Dr. SoLtomon COMMISSIONER IN Mas- 
SACHUSETTS.—Retiring from the chair of 
psychiatry in the Medical School of Har- 
vard University and as Director of the Mas- 


sachusetts Mental Health Center, Dr. Harry 
Solomon has been appointed Commissioner 
of Mental Health for the State of Massa- 
chusetts. 

In his presidential address before The 
American Psychiatric Association in May 
of last year Dr. Solomon looked into the 
future for better ways of administering psy- 
chiatric care. In his new post he will be able 
to give guidance in advancing the salutary 
plans he has pondered to the advantage of 
the state he has served so long and so well. 


Dr. Ewart Heaps Psycuiatry at Har- 
varpD.—Dr. Jack Ewalt, who has given such 
excellent service as Commissioner of Men- 
tal Health for the State of Massachusetts 
and as Treasurer of The American Psychi- 
atric Association, in relinquishing these 
responsibilities has been appointed Profes- 
sor of Psychiatry in Harvard University 
and Director of the Massachusetts Mental 
Health Center, formerly the Boston Psycho- 
pathic Hospital, thus taking his place in the 
illustrious line—Southard, Campbell, Solo- 
mon, Ewalt. 


Correction.—Through an unnoticed 
printer's error the clinical note by Dr. 
Joseph A. Barsa in the December Journal 
was incorrectly titled, “Tranquilizers as 
Energizers” ; it should have read “Tran- 
quilizers and Energizers.” 
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Carson Droxive Tuerapy. 2nd Ed. Edited by 
L. J. Meduna. (Springfield, Ill. : Charles 
C Thomas, 1958, pp. 541.) 


Carbon Dioxide Therapy is a well printed 
and legible volume edited by L. J. Meduna, 
who contributes chapters on theory and tech- 
nic, with 16 other physicians and one Ph.D. 
who describe modified technics, indications, re- 
sults, and physiologic, psychologic and statisti- 
cal investigations. Although most of the in- 
vestigators agree that CO, therapy is best for 
anxiety states, many recommend it for a variety 
of conditions such as obsessive-compulsive 
conditions, phobias, depression, sex devia- 
tion, as an abreactive technic, or an aid to 
planned psychotherapy, in childhood psychia- 
try and/or an anesthetic in obstetrics. Wilcox 
uses it as an aid to psychopenetration (a form 
of quick dynamic probing). Its use in depres- 
sions seems unwarranted inasmuch as this 
condition responds, almost in a specific man- 
ner, to ECT. 

The original Meduna technic in which a 
varying number of inhalations of a mixture of 
30% CO, and 70% O, were administered has 
been modified to the following technics : 
single breath, nitrous oxide induction, frac- 
tional, rapid coma, sub-coma, convulsive, sand- 
wich, N,O—CO,—O,, and McRae’s several 
methods, among others. The multiplicity of the 
modifications indicate among other reasons, 
dissatisfaction with the results or with the 
disagreeableness (up to 50% of the patients 
drop out) of the classic method. Although each 
protagonist advocates his own personal version, 
no modification has bettered the results 
achieved by Meduna with his original technic. 
The descriptions of the various technics are 
excellent. 

The mode of action of CO, therapy is not 
known. Gellhorn, who is quoted by many of 
the contributors, feels that the psychoneurotic 
is essentially hypersensitive. This means that 
his hypothalamic—cortical mechanism is hy- 
peractive. Carbon dioxide acts deferentially 
on the cortex and hypothalamus ; stimulating 
the former and inhibiting the latter. The in- 
hibition of the hypothalamus automatically 
reduces the quantity of impulses passing to 
the cortex, which is a factor in the relief of 
the psychoneurosis. Meduna agrees with Gell- 
horn but feels that other CO, actions such as 
those on the carbohydrate metabolism, en- 
docrine glands, on the cell membrane, on the 
ph of the blood and on the concentration of 
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carbonic anhydrase are also operative. Al- 
though most of the participants in the volume 
accept Gellhorn’s explanation, Schaefer, in the 
same volume disagrees, as he found that CO, 
increases the electrical activity of the hypo- 
thalamus instead of inhibiting it. 

Meduna describes in detail the well known 
theory of the psychoneurosis based on a 
lowered threshold of irritability of the brain 
and the consequent formation of positive feed- 
back circuits. Since CO, increases the thres- 
hold of excitability the theory meshes with 
the fact. This theory, however, does not 
consider Pickworth’s statement that reflex 
activities depend on adequate local blood 
flow. In mental disease there is a fault in the 
local capillary blood flow with consequent 
decrease in reflex activities. Under favorable 
circumstances new capillaries can quickly form 
and establish new pathways for reflex activi- 
ties. This statement deserves further investiga- 
tion. 

To Meduna, CO, therapy is strictly a physi- 
cal form of treatment. He states, “Psychologic 
explanations of the mode of action of CO, 
treatment are mostly presentations of simple 
Freudian concepts” and “one should indeed 
be in despair over the future of psychiatry if 
the phenomena observed admitted of no ex- 
planation other than those dreamed by mad 
men and mapped by poets.” This is a positive 
statement, yet to the reviewer the facts seem 
to point against Meduna’s assumption. 

The clinical results showed marked varia- 
tions. Only a few of the contributors reported 
on a sufficient number of cases to justify 
statistical evaluation. Frank studied 86 pa- 
tients of whom 55 were treated by two or more 
psychiatrists in a clinic, and 31 privately by 
one psychiatrist. The overall improvement in 
the clinic patients was 32%, and that of the 
private patients, 54%. Since a 32% improve- 
ment rate corresponds to the rate found in 
pure chance recovery, it can be assumed from 
this study that when CO, is given in an 
impersonal mechanical manner, without a 
positive physician-patient relationship, it is 
totally ineffective. On the other hand, some 
of the observers obtained overall improvement 
rate as high as 75%. This seems significant. 
Yet, the reviewer who personally knows and 
witnessed CO, treatment by some of the men 
who have achieved high therapeutic results, 
feels that these doctors strongly believe in the 
efficacy of the CO, method, administer it in 
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a most confident manner and in addition act 
as powerful father figures. These are all posi- 
tive psychotherapeutic attributes which he 
believes play the main role in the therapeutic 
process in CO, therapy. Be this as it may, the 
majority of the authors are in agreement that 
psychotherapy should be an integral part of 
CO, therapy. 

No special study of the possible complica- 
tions of CO, therapy is presented and the 
assumption is that the treatment is safe. How- 
ever, deaths have occurred and Laverne men- 
tions one in his chapter. Cardiovascular ir- 
regularities including bundle branch block are 
not uncommon and care should be exercised 
in administering CO, therapy to patients with 
heart disease. 

Carbon dioxide therapy appears to be 
indicated as an aid in abreactive technics ; 
and in more active dynamically oriented psy- 
chotherapy ; as a test to help determine the 
type of psychiatric treatment a patient should 
receive and lastly and perhaps most important, 
as a therapeutic tool in the hands of certain 
physicians able to skillfully manipulate it for 
the benefit of the patient and without planned 
psychotherapy. 

Although I have commented on some areas 
of disagreement, the book contains much that 
is worthy. The chapters by Meduna, Wilcox, 
Schaefer, Pickworth and Ashby are especially 
informative, and are worthwhile reading. It 
is a must for all psychiatrists interested in 
CO, therapy. It should be of considerable 
interest to all interested in the physiology of 
CO, in the human body and brain, and to all 
psychiatrists interested in the study of psy- 
choneurosis. 

Davi J. IMpastato, M.D., 
New York, N. Y. 


One Minp, Common To Att. By Earl D. 
Bond, M.D. (New York: The Macmillan 
Company, 1958, pp. 200. $4.50.) 


Dr. Bond dedicates his delightfully written 
little volume, One Mind, Common to All, “To 
the patients who have taught me.” That Dr. 
Bond has been an apt pupil is a statement to 
which his many admirers will assent. 

In this book Dr. Bond pursues the elusive 
concept of normality and offers many examples 
of degrees of normality from his patients, from 
history, autobiography and from drama. As 
an understanding psychiatrist he looks for 
normal explanations of abnormal behavior. 
To him “normality is not a narrow path, not 
a chalk line, but a very wide road with some- 
what hazy margins. To psychiatrists, people 


are more normal than otherwise.” His cri- 
terion for normality is as simple as it is broad : 
“In their own culture, normal people work and 
love with ease, happiness and efficiency some- 
what in proportion to their circumstances.” 
The more “normal” one is the more he can 
acknowledge and control such tendencies as 
aggressiveness, resentment, hostility, fears, de- 
pression and dependency. The healthy-minded 
person is comfortable with other persons and 
he is not threatened by something which he 
constantly finds it necessary to keep at bay. 

As do an increasing number of psychiatrists, 
the author believes that many deviations in 
personality development, many departures 
from “normality,” are logical reverberations 
from childhood. Through his behavior or his 
beliefs the individual tells us something which 
he cannot verbalize but which had its origin 
in the inter-emotional experiences of child- 
hood. Superficially such a person may appear 
“normal” so long as he is protected by such 
defenses as over-conscientiousness, prejudice 
or other device. Under unusual stress, how- 
ever, this precarious balance may be dis- 
turbed by destructive forces and the patient 
fly into activity or choose a regressive retreat 
from reality. 

The substance of Dr. Bond’s theme is that the 
way to increase and improve mental health 
is to “stop, look and listen to what these 
unhappy and upset people can tell us and 
teach us.” For this reason this book should 
prove to be an excellent textbook of mental 
hygiene. Many such books are replete with 
platitudes. Dr. Bond’s method of teaching 
the principles of mental health is different. 
By pointing out how poor mental health is 
usually but an exaggerated form of common 
human traits he hopes we may hold the mirror 
up to ourselves. 

“This is not a self-help book, not an exhorta- 
tion, but an invitation to the intelligent reader 
to take a look just beneath the surface at him- 
self and the people about him—under the 
masks, the camouflage, the screens that are so 
universal and so efficient in deceiving the 
unalerted eye.” 

Artuur P. Noyes, M. D., 
Norristown, Pa. 


Epriepsy. Wuat 1s ; WHAT TO DO IT. 

By Tracy J. Putnam, M.D. (Philadelphia : 

J. B. Lippincott, 1958, pp. 190 with 12 
figs. ) 

There are several things that go into the 

making of a book like this: early orientation 

of research, long practical experience, scholarly 
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appraisal of the work of others, and straight- 
forward writing that makes for easy reading. 
Putnam has distilled his knowledge of epilepsy 
into this manual for patients, their families and 
friends, nurses and schoolteachers. Physicians 
who treat epileptics will also find much that 
they may have heard about but not adequately 
thought about. When one thinks of the out- 
patient departments, with refilling of routine 
prescriptions and their mediocre results, one 
would like to place this small paper-back in 
the clinics where it can stimulate thought and 
experimentation. 

Seizures have been brought progressively 
under control. A century ago, bromide raised 
the percentage from 13 to 24. Fifty years later 
phenobarbital raised the figure to 27%, with 
greater freedom from side-effects. Phenytoin 
(Dilantin) introduced 20 years ago freed 
36%, and subsequent anti-convulsives brought 
it to 56%. Putnam himself by combining all 
treatments, including narcosis, relieved 77%. 
Yet the recent advances are slow in making 
themselves felt in the epileptic population in 
the United States which numbers half a 
million. 

The author recognizes the fact that treat- 
ments fail in some patients and that pro- 
vision must be made for the institutionaliza- 
tion of intractable cases. He calls for further 
research in this area as well as others. “A 
dollar will buy more welfare in this field than 
any other in this country.” But for the most 
part the outlook is encouraging. With progress 
in treatment of the disorder more patients are 
enabled to work, to drive cars, to marry and 
raise families. Practically all aspects of the 
problem are treated in this volume: causes, 
diagnosis, treatments, prevention, legal status 
and outlook. Bracketed summaries give in 
succinct form helpful hints for the understand- 
ing and management of the disease and the 
person involved. 

Wa ter Freeman, M.D. 
Los Altos, Calif. 


Tue Preservation or Youtn. Essays on 
Health by Maimonides. Translated by 
Hirsch L. Gordon, M.D. (New York : Phil- 
osophical Library, Inc., 1958, pp. 92. 
$2.75.) 


We can subscribe to the statement of the 
translator that Maimonides “was one of the 
most colorful personalities of the twelfth cen- 
tury.” Driven from his birthplace in Spain, 
he spent most of his adult life in Egypt where 
he was court physician and where his eminence 
was widely recognized. He wrote ten medical 
works, all in Arabic, of which the present text 


is the first to be translated into English. While 
his medical treatises were based on reliable 
Greek and Arabic sources, Maimonides was no 
traditionalist. He was a forerunner of pre- 
ventive and psychosomatic medicine. 

This book was written for the Sultan Al 
Afdal at his request as a guide to health and 
in consideration of the symptoms the Sultan 
complained of—indigestion, chronic constipa- 
tion and depressive moods. Special attention 
is therefore given to diets and the use of 
purgatives. Mild remedies are to be preferred 
to drastic ones. Maimonides is quite aware of 
the fallibility of medicine. “Most physicians 
commit many errors.” And he quotes from 
Aristotle “that many die from medication be- 
cause of the ignorance of physicians in under- 
standing nature.” He gives attention to emo- 
tional states in health and illness and offers 
suggestions for their regulation. Effort should 
be made to replace bad habits with healthful 
ones and to cultivate the tranquil mind. One 
must remember that Nature is the great healer, 
and if in doubt it may be better to give no 
treatment than to risk treatment that may do 
harm. Primum non nocere. He ridiculed belief 
in demonology and exorcism as was prevalent 
among his contemporary Christians. 

Maimonides represented the wisdom of his 
times and is a wise councillor today. Dr. Gor- 
don has done medicine and the history of 
medicine and the discipline of mental hygiene 
and the good life a distinct service by making 
this treatise available in English. 

C.B.F. 


ANIMAL Benavior. By John Paul Scott. (Chicago: 
University of Chicago Press, 1958, pp. 281. 
$5.00. ) 

Dr. John Paul Scott, Chairman of the Division 
of Behavior Studies at the Roscoe B. Jackson 
Memorial Laboratory, Bar Harbor, Maine, in the 
present volume has written a general introduction 
to behavior studies in animals which will appeal to 
many classes of readers, trom the layman to the 
expert. Dr. Scott has a wide acquaintance with 
the literature, and his knowledge of animal be- 
havior derived from the secondary sources is 
thoroughly rounded out by his first-hand experi- 
ence under controlled laboratory conditions with 
the behavior of animals. The animals whose be- 
havior is discussed in the present volume are of 
numerous different kinds and so are the forms of 
behavior considered. The value of this work as an 
introduction to the study of comparative psy- 
chology is considerable, as is its usefulness in sug- 
gesting many fruitful insights into human behavior. 
The book is abundantly illustrated, and there is an 
excellent bibliography. 

AsHLEY MonrTacu, 
Princeton, N. J. 
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IN MEMORIAM 


HARRY J. WORTHING, M. D., 1888-1958 


On July 22, 1958, Dr. Harry J. Worthing 
died at his home in Pilgrim State Hospital, 
where he had been Director since 1937. 
His final illness was brief; a coronary 
thrombosis occurred while he was at work 
in the office and this proved fatal within 
a few days. Dr. Worthing had often talked 
of retirement but his 70th year found him 
still actively in charge of the hospital whose 
14,000 beds make it the largest in the 
world ; he remained a powerful guiding in- 
fluence as he had been since his arrival 
there 21 years ago. 

Born in the town of Norwood in St. 
Lawrence County not far from the Canadi- 
an border, he had his medical training at 
Syracuse University and entered New York 
State service at St. Lawrence State Hospi- 
tal in 1913. He saw military service on the 
Mexican border in 1916 and went overseas 
as division psychiatrist in World War I, 
and then returned to New York's Depart- 
ment of Mental Hygiene. A series of promo- 
tions brought him to Willard State Hospi- 
tal as Director in 1935 and then to Pilgrim 
two years later. He quickly developed a 
deep attachment to this institution and 
devoted his full energies to its administra- 
tion and development. It was a new hospi- 
tal, first opened in 1931; by 1937 it had a 
population of 7,878, practically all transfers 
from other hospitals. The admission serv- 
ice had just been opened and insulin 
shock therapy was just getting started. The 
plans were for a gigantic institution and it 
was his task to bring it to reality. This he 
did during the next 20 years, bringing to it 
a style of administration which expressed 
his individuality and gave full scope to his 
capacities. 

Dr. Worthing was alert, direct, quick to 
grasp the essentials of a situation, adroit 
in penetrating sham or pretense and basi- 
cally practical ; he had a big job to do and 
he stayed ahead of it throughout his 
career although it often taxed even his 
enormous work capacity. If he had to be 


away from the hospital for a day, he could 
be found on his return in his office late at 
night shrouded in cigar smoke and digest- 
ing the accumulated mail, marking the 
letters for various members of his staff 
with the customary “Please see me. HJW.” 
He had a grasp of the detailed working of 
the institution and a knowledge of the 
patients which regularly amazed visitors 
who accompanied him on his rounds ; it 
was his answer to the eternal question : 
“How can one man keep effective contact 
with the operation of such a vast institu- 
tion P” Without entering here into the 
controversy as to large and small hospitals, 
the fact is that he did keep contact and 
his influence was felt everywhere. He 
pleased many and treasured the letters of 
gratitude which poured into the institution 
but he held the respect even of those who 
disagreed with him. He was at his best 
working under pressure ; though short of 
stature his natural dignity, clear voice, 
immaculate dress, good appearance, quick 
wit, rapid grasp of a changing situation, 
his almost uncanny skill with people of all 
types and his tremendous flexibility of pace 
served him admirably at such times. He 
could finesse a trick with consummate dex- 
terity and he knew how to be blunt and 
direct when this was called for. He could 
face a courtroom, calm an irate visitor or 
contact a depressed patient huddled in a 
corner of a ward with equal poise and 
effectiveness ; those who relied on his for- 
getting or neglecting a point were often 
badly embarrassed. He knew how to give 
loyalty and expected it in return; once 
convinced of a need for action he could 
brook no delay, but on the other hand he 
could wait interminably when necessary. 
Extremely sensitive to the opinions of 
others, he had to steel himself to take un- 
pleasant administrative decisions but he 
did not evade direct personal responsibility 
regardless of his inner feelings. He resolved 
his doubts privately before he took action 
and then betrayed no tendency to vacilla- 
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tion or visible insecurity. This strength of 
purpose stemmed in a significant degree 
from a happy marriage; to the very end 
Mrs. Worthing remained a silent partner 
in his work, discreet and unassuming, but 
no one close to him ever doubted her 
importance to him. 

His achievements are those of the hospi- 
tal and everything of significance which 
occurred in Pilgrim during the 20 years 
of his administration was, in part at least, 
his doing. An outstanding contribution was 
in the field of somatic therapy which he 
staunchly supported from the very start, 
and each of the standard methods had early 
and sympathetic development at Pilgrim. 
His personal influence on various members 
of his staff was very strong and he was 


proud of the fact that in his time Pilgrim 
had provided the Department with a Com- 
missioner, five Assistant Commissioners, 
four Hospital Directors, and a large num- 
ber of other key psychiatric personnel. 

He served as councilor of The American 
Psychiatric Association, having joined the 
Association in 1919, and finally became a 
Life Fellow ; he was active in local medical 
organizations and was a highly respected 
member of the local community. In the 
last analysis, however, his service to the 
many thousands of patients who came 
through Pilgrim was his greatest source of 
satisfaction. It has been said that what the 
mentally ill need most is a good friend and 
that was his happiest role. 

Henry Britt, M. D. 
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now, for the first time, liquid meprobamate 


Wyeth | 


® 
Philadelphia 1, Pa. 


acceptably flavored... 


your answer to tablet problems 
in anxiety and tension states 


e in children 

e in the aged 
e in all patients who reject tablet 

medication 
é SUPPLIED: Suspension, 200 mg. per 5-cc. teaspoonful, bot: 
_ of 4 fluidounces. Also available: Tablets, 400 mg., scored, 


‘ f bottles of 50; 200 mg., scored, vials of 50. WYSEALS” 
enor oo EQUANIL, tablets, 400 mg., vials of 50. 
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IN LONG-TERM, “BACK-WARD” PATIENTS 
WHO ARE WITHDRAWN AND APATHETIC 


66Previously withdrawn, sullen, and seclusive patients began 
to converse, take meals with other patients, and, in general, 
react to their surroundings. 99 

Gunn, D.R.: The Role of Trifluoperazine in the Treatment of Refractory Mental Patients, 


in Trifluoperazine: Clinical and Pharmacological Aspects, Philadelphia, 
Lea & Febiger, 1958, pp. 47-53. 


66... these patients, formerly dull, listless, lethargic and 
resistant to therapy, became active, ambitious, and productive 
in their work assignments, so that some could be released 

to active employment outside the hospital.9 9 

Brooks, G.W.: Definitive Ataractic Therapy in the Rehabilitation of Chronic 


Schizophrenic Patients: A Preliminary Report on the Use of Trifluoperazine, 
ibid., pp. 54-61. 


66 One of the striking features of [‘Stelazine’] is its dual 
capacity to act as an ataractic agent to calm aggressive 
patients and as a stimulant to stir passive, sluggish patients 
into productive activity and contact.99 


Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluoperazine: 
A Preliminary Report, ibid., pp. 144-149. 


Available: Tablets, 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, 10 cc. (2 mg./cc.) 


Literature available on request. 


Smith Kline & French Laboratories WG) leaders in psychopharmacology 


*Trademark for trifluoperazine, S.K.F. 
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documented 


a inically con firme 


case histories’ 


Deprol ® acts promptly to control depression 
without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 
> often makes electroshock unnecessary 
Alexander reports 57% recovery within 
an average of eight weeks.’ 


CONFIRMED EFFICACY 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


> causes no excessive elation 
> produces no liver toxicity 
> does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 
> does not cause insomnia 
> produces no amphetamine-like jitteriness 
does not depress appetite 
> has no depression-producing aftereffects 


> can be used freely in hypertension and 
in unstable personalities 
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1. Alexander, L.: Chemotherapy of depression—Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current persona! communications; in the files of Wallace Laboratories 


Literature and samples on request (yy WALLace LABORATORIES, New Brunswick, N. J. 


Dosage: Usual start- 
ing dose is 1 tablet 
q.id. When necessary, 
this dose may be grad- 
ually increased up to 
3 tablets q.i.d. 
Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethy! benzilate hydro- 
chloride (benactyzine 
HCl). 


Supplied: Bottles of 
50 scored tablets. 
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A Psychotropic Agent... 


To control both Anxiety and Agitation 


Anxiety and agitation, although related, may differ 
in their etiology. In psychiatric practice, therefore, 
it has frequently been found advantageous to use 
multiple agents and therapies to produce maximum 


therapeutic benefits. 


PROZINE, a new psychotropic agent, offers dual mech- 


anism of action. Its sites of action are: 
1. the hypothalamic area! 


~ 2. the thalamus and interneuronal pathways of the 


central nervous system.? 


PROZINE alleviates anxiety and psycho- 
motor agitation. 


Proziné is indicated as adjunctive treatment to psychotherapy and other therapeu- 


tic measures in patients suffering many varied mental and emotional disturbances. 


Prozint controls behavior disorders associated with psychiatric illness expressed 
by symptoms of confusion, belligerence, combativeness, delusions, insomnia, 
untidiness, hyperactivity, negativism, phobic reactions, and depressive states. 
Prozine is effective in the management of chronic alcoholism and behavior prob- 


lems of children, adolescents, and the senile patient. 


PROZINE* 


* Trademark meprobamate and promazine hydrochloride, Wyeth 
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Specific Control through Dual Action 


with minimal side-effects 


SUMMARY OF CLINICAL RESULTS**° 


Of 422 patients displaving primary emotional disturbances, chiefly 
psychoneurotic, 82 per cent showed significant improvement. Approxi- 


mately 20 per cent of these patients were hyperactive, aggressive, 


difficult-to-control children and adolescents. Fifteen per cent 


were alcoholics. 


Of 227 psychotic patients, 63 per cent showed significant symptomatic 
improvement. The diagnoses in this group included schizophrenia 


and affective disorders including manic-depressive psychoses. 


Of 323 patients with diagnosed organic disease and associated emo- 
tional disturbance, 81 per cent showed significant improvement in the 


emotional component of their illness. The organic diseases in- 


cluded gastrointestinal, cardiovascular, dermatological, musculo- 


skeletal, endocrine, menopausal and allergic disorders; carcinoma, 


chronic brain syndrome; also included were disturbed mentally 


retarded patients. 


In 972 patients, side-effects occurred in only 3.7 per cent. Chief 


among these was lethargy in 9 patients. 


Supplied: Bottles of 50 green-and-white capsules, each containing 


200 mg. meprobamate and 25 mg. promazine hydrochloride. 


Comprehensive literature is available 


1. Rinaldi, F., and Himwich, M.E.: Dis. Nerv. System /6:133-141 (May) 1955. 
2. Berger, F.M.: J. Pharmacol. & Exper. Therap. 112:413-423 (Dec.) 1954. 


3. Ehrmantraut, W., et al.: Presented as a Scientific Exhibit, District of Columbia 
Medical Society Convention, Nov. 24-26, 1958. 
. Parks, R.V.: Internat. Rec. M. 17/:678-683 (Nov.) 1958. 


Philadelphia 1, Pa. 5 


. Case reports on file at Wyeth Laboratories. 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


TRADEMARK 


- relieves headache 
¢ dispels visual disturbances 
- overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


nal BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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SAFE 


The Mot-ac «1 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-AC II is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MoLt-ac i provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
Mo.-ac 1 is ready for immediate use. The 
MOoL-ac 11 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


REU N REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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high, wide and 
some... 


with the same sureness of purpose and unwavering trajectory displayed 
by America’s first jet airliner, the Evergreen State’s MENTAL HEALTH 
PROGRAM soars imperturbably toward ultimate fulfillment. 


In a program energized by public acceptance and accelerated by 5 
intelligent legislative action, Washington's Department of Institutions, 

since 1955, has been granted an increase in expenditures of over 33%! 

... since 1955 over 400 new professiona/ positions have been created in 

the mental health program alone!...in 1958, Psychiatrist’s and Physician's a 
salaries were increased over 30k—making Washington State one of the : 
highest paying in the nation! ...as further indication of their support, the 
citizens of Washington, in the November 1958 elections, overwhelmingly 
approved a 25 million do//ar bond issue for institutional improvements! 


.,. but these are only a few of the indicant events in the story of 
this exhilarating program ...much, much more is yet to be written. 

If you, as a Psychiatrist or other professional member of that group 
dedicated to the advancement of mental health, seek opportunities for 
professionali growth and gratification, look up—to Washington State! 


GTON 
Demartment of Institutions 4 


DR. GARRETT HEYNS, DIRECTOR + BOX 867, OLYMPIA uae i nasi: STATE PERSONNEL BOARD + 212 GENERAL ADMINISTRATION BUILDING 
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went out... only returned 


If applied to an army patrol, those figures would be disas- 
trous. But—referring to schizophrenic patients discharged 
from a mental institution after years of confinement — 
they are outstanding. 

A recent follow-up study* of 67 institutionalized schizo- 
phrenics, many previously refractory to other therapy, 
showed these remarkable results with Pacatal: 

23 (or 34 per cent) were able to leave the hospital. Only 
6 had to return for further treatment. 

Pacatal, unlike some earlier phenothiazine compounds, 
calms without sedating. It normalizes the thinking proe- 
esses of the disturbed patient, yet leaves him alert and 
cooperative. On Pacatal, patients ‘became more accessi- 
ble for psychotherapy and integrated more easily into the 
group.’’* Average dosage is 25 mg. three or four times 
daily. Literature available. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500, 
Also available in 2 cc. ampuls (25 mg./ee.) for paren- 
teral use. 

*Vorbusch, H.: Mepazine [Pacatal] in the Treatment of Psychi- 
atric Disorders with One Year Follow-up, in press. 


for normalization, not sedation 


Pacatal 


(brand of mepazine) 
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Her business 
is veromous reptiles 


To a venomologist like Mrs. Eleanor Buckley of Wyeth, 
the story of reptilian venoms goes back far beyond man’s 
beginnings. But it is also a story of how modern medical 
science conquers the effects of venomous bites. 

Mrs. Buckley is an authority on Antivenin—an 
antisnakebite serum that is lifesaving to humans and their 
domestic animals. It is one of a number of Wyeth 

agents produced, not for profit, but as a public-health 
responsibility. 


Mrs. Buckley is shown here examining a live Mexican 
Beaded Lizard (aptly known as Heloderma horridum). 

Of all lizards, this and the Gila Monster are the only 
poisonous species known. The lizard in the picture is one 
of three obtained by Wyeth and now maintained at the 
Philadephia Zoo for basic venom research, to be 

c.rtied out at one of the city’s large medical schools. 


Mrs. Buckley is prominent in venomological circles for her 
published observations on lethal venoms. At Wyeth, she 
works closely with physicians of the Medical Division in 
elucidating procedures to help clinicians treat victims of 
snakebite poisoning. In line with the modern view, specific 
serotherapy is advocated. With many clinical authorities, 
Mrs. Buckley and her medical associates approve the 
passing of envenomation treatment by tourniquet, incision, 
and suction. They emphasize adequate initial dosage 

of serum. 


Identifying the serpent on the Aesculapian staff as the 
Elaphe longissima, Mrs. Buckley describes it as a non- 
venomous snake regarded in antiquity as a symbol of 
knowledge, Today, more than ever, medicine serves 
through knowledge and through the tools that knowledge 
provides. Among these is Antivenin, America’s only 
antisnakebite serum. 


Wijeth 


Philadelphia 1, Pa. 
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®@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 
~ Therapy @ Supervised Sports @ Religious Services 

Plus... 

Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
ANCLOTE \| ANQR lating better appetites and stronger bodies .. . all on 
Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 
A MODERN HOSPITAL FOR “Medical Direcior—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT “°° H. WELLBORN, JR., M.D. 


PETER J. GONZALEZ, ™. R., M.D. 
AMUEL WARSON, M.D. L 
ON THE GULF OF MEXICO “SAMUELS BAILEY. M.D. 


Phone: Victor 2-1811 


FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


© Observation and e Custodial Care 
Diagnosis e Summer Program 


© Gducation end Training , Psychiatric Treatment 
© Residential Supervision Center 


Established 1888, The Training School at Vineland provides care 
and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre- 
For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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CHARLOTTE TASSE R.N. 
BERNADETTE LEPINE 


President & Vice-President 
of the 
Board of Directors. 


CAMILLE LAURIN M.D. 
Scientific Director. 
Member of the ‘"‘Soctété 
Francaise de Psychanalyse.”’ 
Certified in Psychiatry from 
the College of Physicians 
and Surgeons of the Prov- 

ince of Quebec. 


6555 Govin Bivd. West, Montreal, P.Q. Phone RI. 4-6481 


Founded in 1919 


A Modern 
Psychiatric 
Institution 

in Montreal, 


Canada 


e@ A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


@ On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Fully accredited for the undergraduate training of residents, psycholo- 
gists, social workers and nurses. 


Adequate supervision of the treatments program and therapeutic team 
by the psychiatrist in chief. 


Brochures and rates 
sent on request. 


ALBERT PREVOST 


— Accredited by the Joint Commission on Accreditation of Hospitals — 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 4] 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the ; af 
Smoky Mountain Range of Western North Carolina, affording excep- e ss 

tional opportunity and nervous rehabilitation. 


The OUT-PATIENT 
peutic treatment for selected cases desiring non-resident care. “ : 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D 
Medical Director 


NIC offers diagnostic services and thera- 


Associate Medical Director 
HN D. PATTON, M.D 
Clinical Director 
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... We Invite You To Visit 


The New 
CHILD STUDY, 
TREATMENT and 
RESEARCH CENTER 


when you attend the 1959 Annual Meeting of 
the Association in Philadelphia. We would 
welcome the opportunity to have you see this 
modern Center for Exceptional Children, meet 
William C. Adamson, M.D., F.A.P.A., and 


other members of the professional staff. 


THE WOODS SCHOOLS 


Edward L. Johnstone, President 
Langhorne Pennsylvania 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


atherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


Tinecenes VA Pon M. King, formerly Director of the Seguin School References 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 


Albert M. Moss, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. 


DRIVATET WOCDITATS 
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THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed In the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
tles and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the loca! 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Giri Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student's life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


IMPORTA NT 


We Are Desirous of 
Obtaining Copies 
of the January 1958 Issue 


We will pay $1.00 per issue plus 
postage costs 


SEND TO: 
AUSTIN M. DAVIES, BUS. MGR. 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 


The only comprehensive, 
up-to-date book on this 
field of scientific research 


CHEMICAL 
CONCEPTS 
of PSYCHOSIS 


Edited by MAX RINKEL, M.D., 


Massachusetts Mental Health Center 


with H. C. B. DENBER, M.D., 


Manhattan State Hospital 


Message by DR. CARL G. JUNG 
Introduction by DR. H. C. SOLOMON, 


Massachusetts Mental Health Center, 
Former President, American Psychiatric 
Association 


Research in the exploration of the origin 
and therapy of psychosis through chemistry 
has now entered a challenging era of de- 
velopment that offers one of the most prom- 
ising and optimistic prospects for both 
doctor and patient today. 

Chemical Concepts of Psychosis consists 
of 53 papers which present the findings 
and views of outstanding scientists in many 
fields—organic chemist, biochemist, phar- 
macologist, biophysicist, psychiatrist and 
psychoanalyst. The papers were originally 
presented at the Second International Con- 
gress of Psychiatry at Zurich in Septem- 
ber, 1957. 

This book is of vital importance to the 
whole field of medicine because it brings 
together knowledge of the subject now 
available from the entire world. It em- 
braces scientific disciplines related to re- 
search on the organic approach to mental 
illness and presents a broad span of dif- 
ferent points-of-view of scientists from many 
countries whose reports represent years 
and years of investigation and experience. 


Illustrated with photographs, charts, 
diagrams. Indexed $7.50 


McDOWELL, OBOLENSKY INC. 


219 East 61 St. i New York 21, N. Y. 


XXXIII 


SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorcGE M. ScHLoMeR, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JaMes Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A, O'DONNELL, M.D. RicHARD L. Conpe, M.D. 
Rosert W. Davis, M.D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Acereditati 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CRESWELL Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the available 
services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 


50 miles from N. Y. C. 


T. W. NEUMANN, S$R., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Prof Corperation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuois, M. D. G. PauLine WELLs, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Nete new price: $2.50 each: 
3 for $7.00 


Please add 25 cents pestage for each 
file erdered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenve of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 AVENUE OF THE AMERICAS, ROOM 1817 

New York 20, New York 

Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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‘Thorazine’ Spansule capsule therapy 


cuts drug costs 


THORAZINE” SPANSULE'( capsules 


For example, replacing 100 mg. tablets t.i.d. 
with one 300 mg. ‘Spansule’ capsule daily 
saves at least 18% on the cost 
of “Thorazine’ therapy. 


@ Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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SINGLENESS OF PURPOSE 


For nearly half a century Devereux has been devoted to the 
single purpose of developing te the fullest the thousands of boys 
and girls who have been entrusted to it for education and guidance. 


In that time, techniques have improved and facilities for special 
education have grown as the program has developed into the fully 
staffed “multidisciplined” approach used today. 


This singleness of purpose, which has helped the Schools serve 
children, parents, and referring physicians in the past, will con- 


tinue to guide the Schools in their progress in the years ahead. 


Professional inquiries should be addressed to 
Charles J]. Fowler, Registrar, Devereux Schools, 
Devon, Pennsylvania; western residents address 
Keith A. Seaton, Registrar, Devereux Schools in 
California, Santa Barbara, California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


HELENA T. DEVEREUX Professional 
Administrative Consultant Associate Directors 


Charles M. Campbell, Jr., M.D. 
WARD FRENCH, PA.D. 
Michael B. Dunn, Pb.D. 


JOHN M. BARCLAY Fred E. Henry, S.T.D, 
Director of Development J]. Clifford Scott, M.D. 
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